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I.      INTRODUCTION 

Formal  state   programs  to   deinstitutionalize  developmentally  disabled   (DD)   and 
emotionally  disturbed  (ED)   persons  in  Montana  date   from  the   1975  session  of  the 
Montana  Legislature.     The   impetus  to  establish  these   programs,  however,  arose  from 
the  state  institutions  for  DD  and  ED  persons  themselves  two  years  earlier.     For 
example,  Boulder  River  School  and  Hospital  (BRSH),  the  state  institution  for  DD 
persons,  had  adopted  an  official  policy  of  deinstitutionalization  in   1973.     Several 
events  contributed  to  this  trend.     For  one,  labor  difficulties  became  so  severe   that 
it  became  necessary  to  mobilize  National  Guard  troops  to  man  Montana's  institutions; 
this  generated  negative   publicity  about   institutional   conditions.      Further,   the  exis- 
tence  of  community   mental  health  centers  and  the   increasing  agitation  by   profes- 
sional and  volunteer  groups  forced  the  state   to  consider  alternative  modes  of 
service   delivery  for  DD  and  ED  persons.     Finally,  the  U.S.  Department  of  Justice 
brought   suit  against  Montana,  alleging  violation  of  the  civil  rights  of  DD  persons 
in  the  state.     All  of  these   factors  culminated  in  the   passage   of  enabling  legislation 
for  Montana's   programs  of  deinstitutionalization   for  both  DD  and   ED  persons. 

The   initial  appropriation   to  the  DD  deinstitutionalization   program  was 
$3,837,297   in   FY   1976.      In   FY   1977   this  amount  was  increased  to  $6,259,443, 
a  63   percent  increase.     The  DD  institutional  appropriations  were   $8,930,850  in 
FY    1976,  and   $8,038,077   in   FY   1977.     Corresponding  appropriations  for  Warm 
Springs  State   Hospital,  the  state  institution   for  the  mentally  ill,  were  $14,857,193 
in   FY   1976  and  $15,489,212  in  FY   1977.     Of  these  funds,   $1,332,552  were  ex- 
pended in   pursuit   of  deinstitutionalization  of  ED  persons  in  the   FY  76—77  biennium. 

Governor  Judge  has  given  high  priority  to  service   programs  for  the  state's  DD 
and   ED  citizens.      In   light  of  this,   the   magnitude  of  the   appropriations   to  those 
programs,  and  the  relative  novelty  of  deinstitutionalization   in  Montana,  the  Office 
of  Budget  and  Program  Planning  (OBPP)  applied  for  grant  funds  to  evaluate  the  state's 
deinstitutionalization   programs.      A  grant  was  awarded  by  the  Department  of  Health, 
Education  and  Welfare  on  October   1,   1976.     The  evaluation  project  was  to  address 
four  objectives.     These  were: 


1.  To  review  the  successes  and  failures  of  deinstitutionalization 
in   other  states. 

2.  To  assess  the  impact  of  deinstitutionalization  on  the  individ- 
ual in  terms  of  individual  behavior  change  and  improvement. 

3.  To  develop  a  cost  effectiveness  analysis  of  the  deinstitution- 
alization process. 

4.  To  assess  the  efficiency  and  effectiveness  of  deinstitutional- 
ization programs  in  terms  of  content  and  general  administra- 
tive considerations. 

Each  evaluation  objective  has  been  addressed  in  separate  volumes  of  this 

report.     These  volumes  are  entitled: 

An  Administrative/Program  Analysis  of  Deinstitutionalization 

Behavioral  Assessment  of  the  Effects  of  Deinstitutionalization  Upon 
the  Developmentally  Disabled 

Final  Evaluation  and  Status  Report  of  a  Follow  Up  Survey  of 

Mentally  111  Patients  Released  from  Warm  Springs  State  Hospital 

Management  and  Financing  Study  of  the  Deinstitutionalization  Program 

A  brief  summary  of  each  volume  is  presented  below. 
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II.     AN  ADMINISTRATIVE/PROGRAM  ANALYSIS 
OF     DEINSTITUTIONALIZATION 


II.     AN  ADMINISTRATIVE/PROGRAM  ANALYSIS 
OF  DEINSTITUTIONALIZATION 

This  volume  contains  analyses  of  the  structure  and  management  practices  of 
Montana's  deinstitutionalization  programs,  of  similar  programs  in  other  states,  and 
of  a  sample  of  the   professional  literature   concerning  deinstitutionalization. 

The  analysis  of  Montana's  programs  was  accomplished  through  a  review  of 
relevant  documents  and  structured  personal  interviews  of  principal  actors  in  both 
programs.     Representatives  of  each  major  group  involved  in  the  DD  program  were 
interviewed.     Samples,  where  drawn,  were   identified  using  sociological  sampling 
techniques.      Interviews  of  persons  involved  in  Montana's  mental  health  program 
were  limited  to  management  staff  of  the  state's  mental  health  centers,  the  Depart- 
ment of  Institutions  and  Warm  Springs  State  Hospital    (WSSH).    A  survey  of  mental 

health  center  governing  board  members  was  attempted  but  the  survey  return  rate  was 
too  low  to  permit  data  analysis. 

The  analysis  of  deinstitutionalization   programs  in  other  states  was  approached 
through  mailed  surveys  to  the  Governor  of  each  state.     Separate   survey  forms 
were   prepared  for  programs  for  developmentally  disabled  and  emotionally  disturbed 
persons.     The  return  rate   for  the  survey  was  excellent;     nearly  forty  states 
responded. 


An  Administrative /Program  Analysis  of  Montana's  Deinstitutionalization  Programs 

The  intent  of  this  evaluation  was  to  describe  the  state's  deinstitutionalization 
programs  and  to  identify  their  strengths  and  weaknesses.     This  evaluation  did  not 
address  the  relative  merits  of  the  institutional  and  the   community  based  approaches 
to  human  service  delivery.     The  discussion  below  is  intended  to  identify  adminis- 
trative  problems  that  reduce  the   efficiency    of  Montana's   deinstitutionalization 
programs. 
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A.      Program  for  the   Developmentally  Disabled 

Montana's  program  of  deinstitutionalization  of  the  developmentally  disabled 
(DD)   is  structurally  and  conceptually  complex.     Structurally,  the  DD  program  com- 
prises four  departments  of  state  government,  a  state  advisory  council,  five  regional 
advisory  councils,  a  state  office,  five  regional  offices  and  more  than  forty  non-profit 
service  organizations.     This  structure  is  further  complicated  by  the  assignment  of 
program  responsiblHties  to  more  than  one   unit  within  at  least  one  department. 
Conceptual  complexity  is  evident  in  the  difficulty  met  in  defining  specifically  what 
the   program  is  to  accomplish.     Further  complexity  is  noted  in  the  responsibilities 
and  roles  available  to  the  entities  involved  in  the  program. 

Structural   and    conceptual   simplicity   are   desirable   attributes   of  any   program. 
Unfortunately,   such   simplicity   may   be   difficult,   if  not   impossible,   to   attain. 
Good    management    practices   dictate   that   all   involved   in   an   activity   understand 
precisely   what   they   are   responsible   for,   to   whom   they   are   accountable   and   ex- 
actly  what   is   to   be   accomplished.      The   legislation   that   created   the   DD   program 
requires  some   redundancy   in   that   program's   structure.      Further,   that   legislation 
provides   only   the   most   general   of  guidelines   for   determining  relative   responsibil- 
ities  and   program   output   measures.      Given   the   mandated   structure   of  the   DD 
program,   it   is   incumbent    upon   those   responsible    for   it   to   simplify   its   workings 
as  much   as   possible.      Further,   given   the   difficulty   in   identifying   the   desired 
end   product   of  most   human   service    programs,   those   responsible   for   the   DD 
program   should   provide   some   clear   and   useful   definitions   of  what   the    program 
is   to   achieve.      Most   of  the   questions   contained   in   the   interviews   focussed   upon 
determining   the   existence    and   utility   of  documents,   poHcies   and   administrative 
arrangements   aimed   at   defining   the   DD   program    and   simplifying   its 
administration. 

The   results   indicate    that   at   least   two   vital   components   of  the   DD   program 
(advisory   councils   and    program   administrators)    remain   unclear   of  exactly   what 
the    program   is   to   accomplish    (See   Results   —   Hypotheses    1    and    2).      They   also 
remain    uncertain    of  state    policies   regarding   deinstitutionalization.      One    role    of 
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the    advisory    councils   is    to    suggest    program    direction,    to    advise    program    staff 
of  program    needs,    and    to    comment    upon    program   efficacy.      Administrators   are 
paid   to   ensure    that   program   ends   and   policies   are   achieved.      It   is  extremely 
difficult   for   these   groups   to    fulfill   their   responsibilities   in   a   relative   vacuum.     If 
the   program   is   to   be    implemented,   more   specific   information   must   be   provided 
to   supplement    the   enabling   legislation.      Further,   if  only    for   the   sake   of  con- 
venience,   that   information   should   be    contained   within   a   single   source. 

Recommendation    1:       A    single,    clearly    written    document    should 
be    prepared   that   specifies   the    long-range   goals  and   objectives   of 
Montana's   programs   of  deinstitutionalization.      This   document   also 
should   specify   the   policy   that   will  govern   the   achievement   of 
those   goals   and   objectives. 

Recommendation    2:       A   single,    clearly    written    document    should 
be   prepared   that   specifies   the   goals,   objectives   and   responsibilities 
of  the    Department   of  Social   and   Rehabilitation    Services    (SRS)  as  it 
relates   to   the   state's   programs   for   DD   persons. 

During   their   interviews,   the   respondents   suggested   that   such   documents   are 
necessary   and   further   suggested   their   content.      Their   suggestions   were   as   follows: 
For   the    state's   deinstitutionalization   programs, 

—  an   identification    of  state    program   goals,   priorities   and 
direction; 

—  an   explanation    of  the   nature,   purpose   and   objectives   of 
deinstitutionalization ; 

—  an   identification   of  the   levels   of  deinstitutionalization 
to   be    sought; 

—  an    identification    of  appropriate    programs; 

—  a   definition   of  the    roles   and   responsibilities   of  the 
various   parties   to   the    program;   and 

—  the   expected    final   status   and   function    of  the   state's 
institutions   and   the    institutional   process. 

For   the   DD   program, 

—  a   statement   of  program   philosophy   and   priorities; 

—  an   identification   of  existing   programs   and   resources; 
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—  an   identification    of  those   eligible   for   the   program; 

—  a   definition    of  the    scope    of   the    program    regarding 
clients,   services   and   the   agencies   involved;   and 

—  a   definition   of  horizontal  and   vertical   program 
responsibilities. 

The   results   further   indicate    that   appropriate   supporting   documents   have   not 
been    provided   to   the    persons   involved   at   all   levels   of  the   DD   program    (See 
Results    —   Hypotheses   3,   4   and    5).      Many   respondents   at   all   levels   of  the    pro- 
gram  expressed    frustration    that   materials   defining   their   specific   responsibilities 
and    the   limits   of  their   authority   are    not   available.      The    complicated   structure 
and    conceptual    complexity    of  the    DD    program    require    that    the    persons   respons- 
ible   for   the    program   be   given    some   specific   context   within   which   to   operate. 
Frustration   can   only   increase   within   the    program   when   personnel   are   required 
to   work   at   ill-defined   tasks   toward   poorly   defmed   or   misunderstood   goals. 
This   is   particularly   true   when   the   authority   structure   of  the   program   remains 
unclear.      In   this   situation   it   is   very   possible    for   those    at   various   levels   of  the 
program   to   define    their   own   limits   of  authority   and   their   own   responsibilities. 
In   a   simple   program,   with   well-defined   end   products,   this   may   not   pose   a 
problem,   particularly   when   personnel   are    highly   motivated.      In   the    case   of 
the    DD   program,   given   the    high   motivation   of  its   personnel   and   the   large 
number   of  tasks   to   be   accomplished,   it   is   very   possible    that   groups   will   define 
authorities   and   responsibilities   for   themselves   that   conflict   with   those    of  other 
groups.      Given    this   circumstance,   the   basis   for   intra-program   hostility   is   well 
laid.      This   outcome   is   not    improbable.      The   results   indicate    that    such   an   out- 
come  is   developing   now    (See    Results    —    Issues   6   and   7). 

Recommendation    3:      Those    in    charge    of  the    DD   program    should 
develop   a   written    document   which   clearly   defines   the    roles,   re- 
sponsibiUties   and   limits   of  authority   of  all   entities   within    the   DD 
program.      Further,   the    desired   end    products   of  the    program   should 
be   defined   and   responsibility   for   their   production   clearly   assigned. 
This   document   should   be   written   with   input    from   all    parties   to 
the    program. 
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Recommendation    4:      The    Department    of   SRS    should    develop    and 
implement    an    internal   management    plan    for    the    DD    program. 
This   plan   should   include   a   detailed   task   analysis   of  the   DD   pro- 
gram   and    an    identification    of  departmental   resources   available    to 
it.      The    plan   should    identify    the    most    efficient    means    of  apply- 
ing  those   resources   to   the   task   and   specify   that   those    means 
will   be   followed.      Particular   attention   should   be    focussed   on 
providing   the   DD   program   sufficient   resources   and   management 
authority   to   accomplish   its   task. 

The   DD   program   is   supported   by   state   and   federal   funds.      Public   account- 
ability  is   a   condition   of  the    use    of  such   funds.      That   accountability   includes 
the    necessity    of  demonstrating    that    such    funds   are    expended   appropriately    and 
achieve    the   ends   for   which   they   were    intended.      It   is   difficult   to   demonstrate 
program    appropriateness   and    effectiveness    in    complicated    organizations,   which 
perform   complicated   tasks,   in   the   absence   of  a   formal   system   to   do   so.      Yet 
the   results   of  this   study   indicate    that   no   such   system   exists.      Providers   reported 
that    their   program    content   never   has   been   evaluated   and   that   they   have   no    idea 
how,   when   and   by   whom   such   evaluations   are   to   be   done    (See    Results    —    Issue 
5).      Respondents   in    all    categories   indicated    that    there    has   been    no    clear   dele- 
gation  of  responsibility    for   program   evaluation    nor   have   evaluation   systems, 
standards,   procedures   and   policies   been    developed.      At    present,   program   impact 
on   clients    is   evaluated   variously   within   and   between   regions.      Reportedly,   no 
administrative    evaluations   have    been    considered    (See    Results    —    Hypothesis    6). 

Recommendation    5:      The    Department    of  SRS    should    develop    a 
formal   evaluation    system    to    monitor   the    administrative    and    con- 
tent  effectiveness   of  the   DD   program.      This   system   must   specify 
who    is    responsible    for    conducting   program    evaluation,    the    intervals 
at   which   evaluations   will   be    conducted,   the   methods   that   will   be 
used    and    the    contingencies    that    will    be    attached    to   evaluation 
results.      In   addition,   standards,   procedures   and   guidelines   to   be 
used   in   the   process   should   be   defined   and   disseminated   to   all 
involved   in   the   DD   program.      If  evaluation   is   to   be   a   shared 
responsibility,   the   relative   authority   and   responsibility   of  each 
party   must    be    clearly    delineated. 
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The    deinstitutionalization    of  DD    clients   requires    cooperation    and   coordina- 
tion   of  effort    between    the    Departments    of   Institutions   and    Social    and    Rehabilit- 
ation   Services.      Delivery   of  full   services   in    the    community   also   involves   the 
Department   of  Health   and   Environmental   Sciences   and   the   Office   of  the    Super- 
intendent  of  Public    Instruction.      Each   department   mentioned   has   a   different 
overall   mission   and   comprises   many   divisions   and   bureaus.      Coordination   of 
effort   between   these   organizations   could   be    facilitated   if  formal   working   relation- 
ships  between   them   were   defined   and   documented.      The   respondents   were   un- 
certain  whether    formal   policies   and    agreements   exist    to    govern    the    working 
relationships   between    these    departments.       Several   respondents    stated    that    they 
considered   the   working   relationships   between    SRS   and    Institutions   to   be 
ineffective    (See    Results    —   Hypothesis   7). 

Recommendtion   6:      Some   entity   within   the   Governor's   Office 
should   specifically   define    the   roles,   responsibilities   and   authorities 
of  the   executive   departments   involved   in   the   DD   program,   and 
develop   a   policy   to   govern   their   implementation.      Further,   an 
arbitration   mechanism    for   resolution    of  conflict   between    those 
departments   should    be   established. 

The   legislation   which   created   the   state's   program    for   DD   persons   mandated 
the    delivery   of  appropriate   services   to   all   persons   who   meet   the   definition   of 
DD.    '  This    definition    includes    persons    who   are    afflicted   with   epilepsy,   cerebral 
palsy    and    autism,    as   well   as    those    who    are    mentally    retarded.      The    results   of   this 
this    study    indicate    that    almost    all    those    served    by    the    DD    program    have    a 
primary   diagnosis   of  mental   retardation.      This    is    hardly    surprising    —    virtually 
all   deinstitutionalized   DD   persons   in   Montana   were    originally   diagnosed   as   men- 
tally  retarded.      As   a   consequence,   the   DD   program   and   community   services 
were    designed   to   meet   the    needs   of  former   Boulder   River   School   and   Hospital 
residents.      There   are    persons   in   Montana   who   are   not   mentally   retarded   but 
who   are   afflicted   with   other   developmental   disabiHties.      Data   concerning   their 
numbers   and   specific   needs   are   based   on   extrapolations   of  national   figures   and 
trends   and    not    on   Montana   studies,    however.      For   that    matter,    there    appears 
to   be    little   Montana   specific   information   documenting   the   numbers   and   needs 
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of:    mentally   retarded    persons.       Neither,    according    to    the    respondents,    are 
there  systems    in    place    to    develop    such    data    (See    Results    --    Issue    1). 

An  effective  advocacy   system   for  the   mentally  retarded   has  developed   in 
Montana.      Advocates   for   those   with  other  developmental  disabilities  do   not   yet 
appear  to   be  as   numerous  or  as  well  organized.      Assuming   that   public  support    for 
services  for  the   developmentally   disabled   continues,  one   could  expect   to   see   more 
effective  advocacy   for  all  DD   persons.      In   light   of  the   legal  mandates  and   public 
support   for  DD  services,   it  would  be  well   for  those  in   the   program   to   plan   the 
delivery   of  appropriate   services  to  all   categories  of  DD.     Otherwise,  the   state   may 
be   caught   between   increased   demands   for  service   and  an   inadequate  ability   to   deliver 
them. 

Recommendation  7:  Those  responsible  for  planning  the  DD  program 
should  institute  an  assessment  to  estimate  present  and  future  service 
needs  for  all  categories  of  DD  persons.  Further,  available  program  re- 
sources should  be  documented  and  their  adequacy  for  all  categories  of 
DD  analyzed.  Where  documented  needs  and  documented  resources  do 
not  coincide,  the  disparity  should  be  defined  and  a  plan  developed  to 
resolve  it. 

Existing  service   programs  for  DD  persons  appear  to   have  been   developed  by 
several  entities.      Some   programs  reportedly  were   developed  in-house   by   providers 
and  others   by   providers,   program   personnel  and   community   residents.      In   no   case 
is   it   clear  that  service   programs   have   been  developed  with   an   absence   of  input 
from   many   of   the  parties  involved  in  the  DD  program.     During  the  course  of  the 
interviews,  dissatisfaction  with  existing  programs  was  expressed  in  several   quarters. 
At   the   same   time,  it   became   clear  that  standards,  guidelines,  reference   materials  and 
training  opportunities  relevant   to   program   development   are   not  readily  available. 
Respondents   in  all   categories  indicated  a  need   for  such   materials  and  opportunities 
(See   Results   —    Issue   2).      Until   such  resources  are   made   available,   particularly   stan- 
dards for  program   development,   criticism   of  available  programs  is  unlikely   to  serve 
any   useful  purpose. 

Recommendation   8:      Specific,  written,   minimum  standards  and  guide- 
lines and  statements  of  expectations  regarding   program   development 
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should  be   developed  and  adopted  by   tlie   DD   program.      It   is  im- 
portant  that   these   materials  be   considered   minimums  and   that  they 
not  be   used  to  thoroughly   circumscribe   the   development   of  DD 
service   programs.     One  strength  ot   the   DD   program   is   its  flexibility 
of  approach   to   problem   solution.     Too  much   flexibility,   however, 
is  as  much  a   problem   as  too   little.      Finally,  when   standards,  guide- 
lines,  procedures  and  the   like   have   been   instituted,  uniform   training 
programs  should  be   implemented  to   facilitate  their  use. 

As  noted   in   the     results  section,  various  groups  stated   that   persons  providing 
training  or   services  to  DD   clients  are   not  appropriately  trained  to  do  so.     Many 
respondents   indicated  that   they,   their  colleagues  or  their  employees  could  benefit 
from   additional  training.      Inadequate   training  of  program   personnel   should  be   an 
item   of  great   concern   to   those   responsible   for  the   DD  program.      State   and   federal 
legislation,  and  recent   court   decisions,   suggest   that   serious  sanctions  await   those  who 
provide   inadequate   or  inappropriate   services.      According  to   the   respondents,   how- 
ever,  no  state   standards  exist   by  which  a  person's  adequacy   for   certain   tasks  within 
the   program   may  be  judged.      Further,   the   effectiveness  of  existing  training  programs 
(one   of  which,   DDTI,  has  been   terminated)   was  not  considered  very   highly   by   the 
respondents   (See   Results   —   Issue  3).      As   is   the   case   with   program   development, 
however,  internecine   criticism  will  serve   no  useful   purpose   until  standards  for   per- 
sonnel qualifications  and   training  exist. 

Recommendation   9:      Useful  descriptions  and  analyses  of  the   various 
tasks   involved  at   all   levels   of  the   DD   program   should  be   developed. 
Minimum   personnel   training  standards  should   be   derived   from   these 
analyses  and  should   be   implemented   for  all  state  employees  involved 
in   the   DD   program.      Related  minimum   performance  standards  also 
should   be   adopted   by   the  state   to  govern   its   contract   interactions 
with  non-profit   provider  organizations.      Finally,  given   the   existence 
of  task  analyses  and   personnel  standards,  specific   training  programs 
should   be   developed   to   prepare   personnel   for  those   tasks.     These 
programs  should  be  available  to  personnel  at  all  levels  of  the  DD  program. 

In  the   course   of  the   interviews,  the   respondents  identified   many   similar  training 
needs.     Those   persons  who  are   responsible    for  existing  training  programs  or  who 
may   be   responsible   for  new   programs   could   find  the  respondents'   suggestions  useful. 
They   were: 


IMO 


Training  in  behavior  analysis,  behavior  modification,   pro- 
gramming, data  collection   and   use   and   program  evaluation 
methods; 

Training  in   the   special  characteristics   and  needs  of  DD 
persons; 

Training  in   the  areas   of  program  administration  and 
management; 

Training  in   the   details  of  state   program   expectancies  and 
guidelines,   including  program   roles  and  relationships  and 
program   concepts. 

The   primary  .purpose   of  the   state's  deinstitutionalization   programs  is   to  improve 
the   quality   of  life   of  DD   persons,  by   providing  treatment  and  services   that   are   de- 
signed  for  the   individual  and  delivered  in   the   least   restrictive  appropriate  environment. 
The  effects  of  deinstitutionalization   upon   DD   clients  are  of  paramount   importance. 
It   is   these  effects   that  will   play   the   major  role   in   determining  whether  the   public 
continues  to  support  and  the   Legislature   continues  to  fund   the   community   based 
DD  programs.     Despite   the   importance   of  such  effects,   the  results  indicate   that 
there   has  been  no   formal,   coherent   attempt  made   to  substantiate   their  existence. 
Only   one  mechanism  within   the  existing  program   can   fulfill  a   part  of  this   function 
-  the  Individual  Habilitation  Plan  (IHP).  The  IHP,  however,  is  designed  to  assure  only  that  the 
client's  program  is  suited  to  his  needs,  that  the  method  of  treatment  is  appropriate  and  that  the 
client  shows  some   progress.     There  is  no  system,  at   present,   to   summarize   data 
contained  within   the   IHPs  and   to   develop   a  systematic  justification  of  deinstitution- 
alization based  upon   its  benefits.      Given   the   competition   for  public  funds,   those 
responsible   for  this   program   can   ill  afford  to  rely  upon   subjective   statements  that 
the   program   is  achieving   its  purpose.      They  must   demonstrate   that   this  is  the   case. 
Information  presented   in   other  volumes   of  this  report   indicate   that  the   deinstitu- 
tionalization  program  is   providing  at   least  as  effective   treatment   to   DD  persons  as 
the   institutional   programs   provide,  and   at   less   cost.     These  reports  were   not   devel- 
oped  by  the  DD  program,   however. 

Recommendation    10:      Those   responsible   for   the   DD  program  should 
clearly   define   the   desired   and  expected  results  of  the   program  and 
develop  and  implement   a  quantitative   system   to  demonstrate   program 
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effectiveness.      When   this  system    has  been   designed   the   responsibility 
for  its  implementation  should  be  explicitly   delegated   to  a  single 
entity.      Finally,   all  involved  in   the   DD  program   should  be  given 
a  thorough   understanding  of  that   system   and  of  its  necessity.     These 
activities  should  be  given  a  very   high   priority. 

Respondents  in   all  categories  were  quite   consistent   in  their  identification   of 
major  problems   confronting  the   state's  deinstitutionalization   program   for  DD  persons. 
A  review  of  these  results  (See   Results   —   Issue  7)   will  indicate   that  most  of  these 
problems  are   amenable   to  solution   through  good   management  activities.     Those 
results  provide   further  corroboration   of  all   the    hypotheses  and  issues    discussed   in 
this  report.     They  also   provide  management   some   suggested  solutions  to   those   problems. 

Throughout   the   course   of  this  evaluation,  a   high   degree   of  motivation  and   com- 
mitment  to   the   DD  program  was  displayed   by  virtually  all  respondents.      All  had 
given  a  great   deal  of  time  and  thought   to   the   program.      A  high  degree   of  frustra- 
tion  —  directed   toward  "the  system"   and  at   their   inability   to  be   sure   that   they 
were   "doing  the   right  thing  by  the   clients"  was  expressed   by   the  respondents. 
Finally,  some   hard   feelings  and  suspicion  were   directed  toward  each   group   involved 
in   the   DD  program,   by  members  of  other  groups. 

High  levels  of  motivation   and  commitment  are  very   valuable  attributes  of  any 
activity.     These  attributes  can   lead   to   high   levels  of  productivity  and  innovation. 
With   them,   however,   comes  a   correspondingly   high   need   for  reward    —  in   this   case, 
for  conviction   that   the  effort   is  all  worthwhile.     Without   this  reward,   those   involved 
in  the   program  will  "burn   out",   perhaps  irreversibly  so.     The   signs  of  that   bum   out 
are   becoming  evident   now   —   staff  turnover,   hostility,    frustration   and  suspicion  are 
some   of  those   signs.      State  government   has  an   obligation   to   those   of  its  citizens 
who   have  worked   so   hard   to   make   this   program   a  success.      That  obligation  is  to 
provide   an   operational  system   that  will  maximize   the  effect  of  its  participant's  efforts. 

In  responding  to  its  obligation,  state  government  should   be   aware   of  the   high 
degree   of  pride   that   local   people   have   toward  the   DD   program.      It   also  should 
recognize   that   most   program   participants  attribute  much  of  their  success  to  the 
"grassroots"  nature   of  the   program. 
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Many   respondents  expressed  a  great   fear  that   any  additional  state  involvement 
in   the  DD   program  will  result   in   a  loss  of  local   input  and  control  and  in   an   in- 
crease  in  bureaucratic  rigidity.      This  poses  a  dilemma.     The   program   must  demon- 
strate some   minimum  uniformity  and  accountability   if  it   is  to   continue   to  receive 
public  support  and  comply  with  the   requirements  of  law.      The   program   also   must 
become   somewhat   more   systematic  in   its  approach   in   order  to  increase   its  efficiency, 
particularly   in   light   of  trends   toward  budget   cuts.      Those   responsible   for  setting 
program   policies,   priorities,   standards  and   the   like   must  strike   a  careful  balance   be- 
tween maintaining  local   influence   and   creativity   in   the  program   and  meeting  the 
demands  of  public  accountability   and   the   law. 

B.      Program  for  the  Emotionally  Disturbed 

Montana's  program   of  deinstitutionahzation   for   the  emotionally  disturbed   (ED) 
also   is  structurally   complicated,   although   not   to  the   degree  of  the   DD   program. 
The   Department  of  Institutions  is   responsible   for  the   delivery   of  mental   health  ser- 
vices  to   ED   persons.      It   fulfills   this  responsibility  through   the   delivery  of  institu- 
tional services  at  WSSH;  community   based  services  are   delivered  by   five   Regional 
Mental  Health  Centers  on   contract   to  the   Department.     The   centers  are   accountable 
to   the  Department  only   in  regard   to  their   contracts  for  service   delivery;  WSSH  is 
an   organizational  component   of  the   Department  and  is  subject   to  its   control,   ultimately. 

The   comments  made   previously  about   structural  and  conceptual  complexity 
apply  equally  well  to   this   program.      In   the   case   of  the   ED   program,   however,  more 
steps  have   to  be   taken   to  insure  some   definition  of  program   goals  and   objectives. 
Further,   the   issue   of  roles  and   relationships  of  the  various  entities  within   the   pro- 
gram  is  less   complicated   due   to   the   program's  simpler  structure. 

Statements  of  program  goals  and  objectives,  and  an  understanding  of  them,   is 
important   to   program   direction,   continuity   and  measurement.      All  mental  health 
centers  reported   that  deinstitutionalization  goals  and  objectives   have   been   prepared 
to  guide   their  activities  in   this  regard.      In   the   case   of  one   center,  however,  these 
goals  are   not   current.      Departmental  respondents  also  stated  that  goals  and 
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objectives  have  been   prepared   to  guide   state   level  activities  in  deinstitutionalization. 
Only  at  WSSH  was  there  much  confusion  about  program  direction  in  this  regard. 

Judging  from   the   results,   however,  some   work  remains  to  be   done  in  this  area. 
Many   respondents  indicated  that   many   program  goals  and  objectives  remain  unwritten 
or  are  stated  in  very  general  terms.     Further,   the  respondents'   perceptions   of  such 
materials  varied  within  and  between  organizations  at  all  levels  of  the  program.      In 
only  two  centers  were   deinstitutionalization  goals  and  objectives  written  in  a  form 
conducive  to  measurement  of  success.      Finally,  only  departmental  respondents  were 
aware  of  the  goals  and  objectives  of  other  organizations  within  the  program. 

Like   the  DD  program,  the   program   for  deinstitutionalization  of  ED  persons  is 
organized  to  place   program  direction  in  the   hands  of  local  citizens.     This  practice 
is  assumed  to  allow  the   program  to  better  meet  the  needs  of  the  different  regions 
of  the  state.     The   potential  benefits  of  this  approach  are   not  disputed.     Some 
degree  of  baseline   uniformity  in   the  regional   programs  should  be   sought,   however. 
State  government  is  responsible   for  the   provision  of  adequate  mental  health  service 
to  all  Montanans.      It  will  be   difficult   to  meet  this  responsibility  unless  there  is 
some  assurance  of  minimum  uniformity  in  program  goals  and  objectives  and  in 
program  output. 

Recommendation    11 :      The   Department   of  Institutions  should  develop 
specific  statements  of  deinstitutionalization   goals  and  objectives  for 
state   programs  for  ED   persons.     These  statements  should  be  written 
in  a  form   that  defines  expected  program  output  and  permits  measure- 
ment of  program   success.      Future   contracts  with   the   regional  mental 
health  centers   should  require   a  minimum   compliance  with  these  goals 
and  objectives.     Further,  specific  measureable  goals  and  objectives 
should  be  developed  for  WSSH  and  should   comply  in  all  respects 
with  those  of  the  Department. 

Successful  deinstitutionalization   of  ED   persons  requires   that   adequate  and  ap- 
propriate  services  are  available   within   the    community   setting.      Provision   of  a  full 
range  of  any   form   of  human  service   is  difficult  in  a  sparsely  populated  and  geo- 
graphically large  rural  state.     This   task  becomes  even  more  difficult  in   the   case  of 
more   specialized   programs  like   mental   health  services.     Given   the   difficulty   of  this 
task,  it   is  unlikely   that   adequate   services  will   be   provided  on   an   informal  basis. 
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There  appears  to  be   no  consistent,  coherent,  statewide   program   to  develop 
community  service  alternatives,  despite  their  critical  importance  to  deinstitutionaliza- 
tion.    Departmental  respondents  stated  that  community  service  development  has  been 
left  largely  to  the  discretion  of  the  mental  health  centers.     At  the  same   time,  mental 
health  center  respondents  stated  their  fears  that  existing  services  may  have  to  be 
curtailed,  due   to  budget  cuts. 

The  receipt  of  federal  funds  in  support  of  mental  health  services  is  contingent 
upon  the  provision  of  basic  mental  health  services  outlined  in  federal  regulations. 
These  regulations  could  be  regarded  as  an  outline   for  a  community  service  develop- 
ment program.      Further,  the  experience  of  the  centers  in  providing  mental  health 
services  could  provide  an  indication  of  Montana's  demand  for  specific  types  of  mental 
health  services.     Unfortunately,  neither  option  seems  to  have  been  pursued.     The 
respondents  stated  that  no  uniform,  systematic  approach  has  been  taken  to  document 
local  demand  for  mental  health  services. 

The   community  mental  health  programs  are  not  self-supporting  and  rely  upon 
a  mix  of  federal,  state  and  local  funds.      Identification  of  the  costs  of  such  programs 
is  essential  to  local  and  state   program   planners.      Funds  cannot   (and  will  not)   be 
appropriated  effectively  if  no  documentation  of  the   need  for  them  is  available. 
According  to  the  respondents,  there   has  been  no  uniform,  systematic  attempt  to 
develop  community  service  cost  estimates  within  the  mental  health  system.     The 
Department  reportedly  considers  this  activity  to  be  a  responsibility  of  the  centers 
and  has  left  the  matter  to  their  discretion  and  initiative.     Reportedly,  only  two 
centers  are  developing  a  system   capable  of  providing  such  estimates. 

It  is  recognized  that  Montana  may  be  unable   to  finance  full  development  of 
all  desirable   community  mental  health  services.      It  is  suggested,  however,  that  it 
will  be   difficult  to  acquire  funds  for  even  a  partial  range  of  services  unless  the 
demand  for  and  costs  of  those  services  can  be  documented. 

Recommendation   12:     The  Department  should  design  and  implement 
a  uniform,  statewide  system  to  document  existing  demands  for  mental 
health  services  and  to  estimate  future  demands  for  services.     This  sys- 
tem should  incorporate  clear  definitions  of  services.     Compliance  with 
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the  system  should  be  made  a  provision  of  the  Department's 
contracts  with   the   centers.      It  is   further  recommended   that   the 
Department  seek  center  input  in  developing  this  system. 

Recommendation   13:     The  Department  should  design  and  imple- 
ment a  uniform,  statewide  system   to  document  existing  costs  for 
the  development  and  provision  of  community  mental  health  services. 
This  system  should  include  a  capability  of  developing  estimates  of 
the   future   costs  of  providing  services  in  response  to  projected  de- 
mand.    Training  in  the  use  of  this  system  should  be  provided  to 
appropriate   personnel  in  all  mental  health  centers.     Compliance 
with  this  system  should  be  made  a  provision  of  the  Department's 
contracts  with  the  centers.      It  is  further  recommended  that  the 
Department  seek  the  assistance  of  the  centers  in  developing  this 
system,  particularly  that  of  the  centers  which  have  initiated  devel- 
opment of  their  own  cost  systems. 

Recommendation   14:     The  Department  should  plan  a  formal  pro- 
gram  for  development  of  necessary  community  mental  health 
services.     This  program  should  be  based  upon   the  output  of  the 
state's  system  to  document  and  estimate  Montana  demand  for 
mental  health  services.     Recognizing  that  implementation  of  such 
a  program  is  contingent  upon  legislative  allocation  of  funds,  the 
Department  should  build  a  detailed  case  in  support  of  the  pro- 
gram.    This  presentation  should  include  indications  of  why  certain 
services  are  necessary  and  estimates  of  their  cost    and  anticipated 
benefits.     The  costs  of  institutional  alternatives  to  community 
services  should  also   be  specified. 

The  development  of  a  formal  admissions  policy  for  WSSH  is  implicitly  required 
by  those  Montana  statutes  addressing  deinstitutionalization  and  the  rights  of  emotion- 
ally disturbed  persons.     An   informal  or  inconsistent  admissions  policy  can  result  in 
activities  which  are  incompatible  with  Montana's  statutory  commitment  to  mental 
health  service  delivery  in   the  least  restrictive  appropriate  environment.     Respondents 
at  all  mental  health   centers  discussed   problems  encountered   in    preventing  unnecessary 
institutionalization  of  emotionally  disturbed   persons.     One  such   problem  was  the   by- 
passing of  center  services  and  screening  programs  by  the   court  system  and  private 
practitioners.     Further,  such  a  policy  would  aid  in   the  establishment  of  uniform 
client  referral  practices,  statewide. 
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Recommendation  15:  The  Department  should  ensure  that  a  formal 
admissions  policy  is  developed  and  implemented  at  WSSH.  This  policy 
should  specify  the  conditions  under  which  patients  will  be  accepted 
and  should  reflect  the  deinstitutionalization  goals  and  objectives  of 
WSSH  and  the  Department.  The  policy  also  should  clearly  comply 
with  all  requirements  of  the  state's  commitment  law  regarding  emo- 
tionally  disturbed   persons. 

The  interactions  between  mental  health  centers  and  their  governing  bodies  and 
satellites  are  not  the  responsibility  of  state  government.     Such  matters  can  be  of 
concern  to  the  state  only  when  they  interfere  with  the  delivery  of  contracted 
mental  health  services.     Although  each  center  appears  to  have  a  different  approach 
to  administration  and  relationships  with  governing  and  advisory   boards,  most  seem 
to  be  working  constructively.     One   center  reportedly  has  difficulty  with  its    govern- 
ing board.      Some  respondents  at  this  center  indicated  that  service  delivery  may  be 
impeded  due  to  conflict  between  the  center  and  the   board.     The  Department  may 
wish  to  examine   the  relationship  between  that  center  and  its   governing    board,  to 
determine  whether  service  delivery  is,  in   fact,  being  hindered. 

The  Mental  Health  Advisory  Council  (MHAC)   is  the  only  citizens'  advisory 
body  in  Montana  that  is  concerned  with  mental  health  issues  from  a  statewide 
perspective.     The  focus  of  that  council  includes  all  entities  responsible   for  the 
delivery  of  mental  health  services  in  the  state.     The  MHAC  is  appointed  by  the 
Governor  and  is  advisory  to  him.     It  also   prepares  an  annual  report  discussing  the 
state's  needs  for  mental  health  services,  available  mental  health  resources,  and  the 
delivery  of  services.     Despite  the  MHAC's  position  and  its  focus,  it  has  no  direct 
relationship  with  the  Department,  WSSH,  or  the  mental  health  centers.     Further, 
the  MHAC  annual   report  is  used  inconsistently  by  the    providers  of  mental   health 
services.     Only  departmental  respondents  indicated  that  the  MHAC   report  is  used 
consistently  by  them.     Many  respondents  suggested  that  both  the  centers  and  the 
MHAC  would  benefit  from  a  closer  relationship   —  the   centers  from  exposure  to 
different  ideas  and   perspectives,  the   MHAC  from  a  better  understanding  of  the 
mental  health  service   delivery  system. 

Recommendation   16:     The  MHAC  and  the  Governor's  Office  should  review 
the  mission  of  the  MHAC  and  its  relationship  to  the  mental  health  service 
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delivery  system.      In  the   course  of  that  review,  the  possibility  of  a 
closer  relationship  with  the   components  of  the   mental  health   service 
delivery   system   should  be   considered.      Further,   the   function  and 
effect  of  the  MHAC  annual  report  should  be  reviewed  —  if  the  report 
is  to  be  written,  some  specific  use   for  it  should  be  found. 

The  mental  health  delivery  system  has  been   providing  services  to  persons  dein- 
stitutionalized  under  the   WSSH   contract   for  over  two  years.      In   addition,  many 
other   former  WSSH   patients   have   been   released  to   the   community   setting  over  a 
period  of  many  years.      A   profile   of  clients  who   have   succeeded   in   community 
placements  could   prove   useful  to  therapists  and  to   program   planners.     Therapists 
would  have  a  reference   to  client  characteristics  that   coincide  with  community  ad- 
justment; program  planners  would   have  a  reference   to  the  type  of  services  that 
strengthen  and   maintain   those   characteristics.     The   results   indicate   that  no  such 
profile   has  been   developed.      Further,  the  respondents  indicated  that   a  useful   pro- 
file will  be  extremely  difficult,  if  not   impossible,  to  develop.     The  variability  among 
and   between   clients  and   placement   opportunities  and  the  general  nature   of  diagnostic 
categories  were  advanced  as  factors  precluding  the  development  of  such  a  definition. 

Mental  health  center  and  WSSH  staff  alluded  to  selection  criteria  that  are   used 
in  screening  clients  prior  to  placement,      if  these   criteria  have  been  shown   to  be   re- 
liable correlates  of  successful  client  placement,  then  a  profile  of  client  and  placement 
characteristics  probably   can   be   developed.      Some  respondents  cautioned  that   if  any 
such   profile   is  to  be   developed   it   must   contain   more   than   purely   clinical,  diagnostic 
information.     One  respondent   noted  that   behavioral  data  are   essential  to  any   such 
profile;  another  stated   that  behaviors  and  characteristics  that  are  incompatible   with 
successful   placement   can   be  specified. 

If  the   deinstitutionalization    program   is   to  be   carefully   planned,   then   some   means 
of  determining  the   number  and   identities  of  WSSH   patients  who  can   be   placed  in 
the   community   must  be  developed.     Further,  some   description  of  the  characteristics 
of  placement  opportunities  that   can  sustain   those   patients  is  necessary.     Finally, 
descriptions  of  disorders   that   require   short-term   institutionahzation,   followed  by   com- 
munity placement,  and  of  those  disorders  that   can  be  dealt  with  in  the   community 
are   necessary   if  adequate  programs  and  resources  are  to  be  provided  when  they  are  needed. 
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Recommendation   17:     The   Department,   in   cooperation   with   the  mental 
health  centers,  should  develop  a  profile  of  client  and  placement  charac- 
teristics that  coincide  with  successful  community  adjustment.     This  pro- 
file should  be  developed  from  a  careful  review  of  client  records  and  the 
professional  literature. 

Recommendation    18:      The   population   at  WSSH  should   be  reviewed, 
using  a   client-placement   profile,  and   likely   candidates   lor   community 
placement  should  be   identified.      Identification   of  placement   candidates 
should  be   completed  well  in   advance   of  their  discharge,   if  possible, 
to  allow  adequate   preparation  at   the   community   level. 

Evaluation   of  community  based   programs  is  essential   to   their  continued   receipt 
of  public   funds.     The   Department   has   developed  a   formal   and  uniform   evaluation 
system  and   standards  to  accomplish   that  purpose.      The   system   and   the   standards 
have   been   published  and   have  been   distributed   to   the   mental   health   centers.     These 
documents  are   available   for   public   review.     The  Department   has   completed   one 
evaluation   of  the   centers   using  the   new  system.      Departmental  and   center  respondents 
report   their  satisfaction  with   it.      It   is  suggested   that   no   substantial   change   be   made 
in   that   system   until  some   experience   has  been  gained   with    its  use   and   its  short- 
comings.     At   the   same   time,   the   Department   should  monitor   the   results   of  the 
evaluations  quite   closely  and   compare   them   to  other  more   informal  indices  of  program 
success. 

The   difficulty  in   defining  and   measuring  the   quality   of  care   in   mental   health 
programs  was   discussed  by   many   respondents.      This   is  a  difficult   issue   to  resolve. 
Several  respondents  stated   that  one   is  forced   to  rely   upon   assumptions  and  subjective 
judgments.      Apparently,   mental   health   professionals  are   unable   to   agree    upon   a   def- 
inition  of  quality   ot   care.      Despite   this  difficulty,   the   public  e.xpects  to   receive 
quality  services  in   return   for  their   tax   dollars.      Few   among   the   public   are   sympa- 
thetic to  esoteric  arguments  about   methods  and   theories  of  mental   health   service 
delivery.      It   would   be   well   for   the   mental   health   delivery   system   to   agree   upon 
defined  and  expected   end   products  of  mental   health   services.      These   definitions   need 
not   be   theoretically   sophisticated;  they   need  only   indicate   to  the   public   that   some 
definite   result   ot   service   delivery  exists.      Further,   the   professionals  should   define   those 
aspects   of  mental   health   service   delivery   that  are   considered    unacceptable. 
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Mental    health   services   for    children    arc    in    short    supply    in    Montana.      Several 
respondents  expressed   their  concerns  that   appropriate   services  for   children   are   not 
available.     The    1977   edition   of  the   Montana    State    Plan   tor   Mental  Health   requested 
an   inventory   of  the   number  and   needs  of  children    who   had   to  seek  mental   health 
services  in   other  states.      The   Department   of  Institutions,   SRS   ami   the  Office   of 
the   Superintendent   of  Public   Instruction  were   charged   with   this  responsibility.      At 
the   time  of  this  study,  no   definable   result   to   this  effect   had  been  achieved,  according 
to   departmental  respondents.      The   OBPP   initiated   meetings   to   this  effect   in   September,   1977. 

Recommendation   19:  .  The  Governor's  Office   should   inquire  of  the 
status  of  the  assessment   oi   children's   needs   for  mental  health  services. 
Should    the    Governor's   Office    decide    that    such    an    assessment    is 
necessary,    a   specific    deadline    tor    its   accomplishment    should    be 
established    for    the    executive    agencies    charged    with    that 
responsibility. 

A  bill  passed  during  the   44th   session   ot   the   Montana   Legislature  established 
certain   conditions  under  which   state   funds  are   to   be   allocated   to   "non-state  agencies." 
Mental   health   centers   fall  within   the   category   of  non-state   agencies;  accordingly, 
contracts  with   the   centers  are   subject   to   the   provisions  of  that   law.      According 
to  departmental   respondents,   the  requirements  of  that   law   have   not   been   met   in 
the   past.      Reportedly,   the   new   contracts   between   the   Department   and   the   centers 
do   comply  with   the   law. 

Recommendation   20:      The   Department  and   the  OBPP  should   monitor 
the   new   contracts  with   the   mental   health   centers  to   insure   that  all 
statutory   requirements   concerning  the   allocation   of  state   funds  to  non- 
state  agencies  are   met.      Should   the   new   contracts   not   meet   statutory 
requirements,  they  should  be   changed   to   insure    full  compliance   with 
the   law. 

The   results   indicate   that   deinstitutionalization   of  ED   persons   is  accomplished 
in   a  similar  fashion  at   all   mental   health   centers,   despite   internal   management   differ- 
ences at   those   centers.     Those   results  also   indicate   that   an   extensive   amount   of 
coordination   is  necessary   in   planning  and   implementing  client   placements.     There 
seem   to  have   been  no   formal  arrangements   made   between  executive   departments 
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at   the  state   level   to   facilitate   this   process.      Several  respondents  noted  that   coordin- 
ation  with  generic  service  agencies  becomes  more   difficult   the   closer   those   activities 
get   to  the  state   level.      Further,  some  WSSH   respondents  indicated  that   client   place- 
ments may  be   made   from   special  treatment   units,  without   the  involvement   of  the 
WSSH  regional  units.      Finally,   the   respondents  reported   that   no  guidelines   have   been 
prepared  by   the  state   regarding  the   cHent   placement   process. 

The   state  should   be   in  a  position   to   insure   that   deinstitutionalized   ED  clients 
receive  appropriate   services  regardless  of  the   region   of  their   placement.    Departmental 
respondents  stated  that   placement   planning  varies  widely   between    the   centers.      Some 
standards  should   be   developed  to  guide   the   client   placement   process.     This  is   not  to 
suggest  that  the   client   placement   process  should  be   conducted   as  a  ritual  by  all 
centers  but  only   that   some   minimum   uniformity  attend  the   process.      Center-to- 
center  flexibility   should   be   retained   to   allow  local   needs   to  be   met  within   the   con- 
straints of  local  resources.     Finally,  interactions  between  various  agencies  of  state 
government  should  not  be  allowed  to  impede  the  placement  process. 

Recommendation   21:     The  Department  should  closely  examine  the 
client  placement   process  and,  in   cooperation  with  the   mental   health 
centers,  establish  minimum   standards  to   guide   that   process. 

Recommendation   22:      The  Departments   of  Institutions  and   SRS 
should  identify  those   of  their  programs  that  are  involved   in   client 
placement  and  the   delivery  of  services  to   ED  clients.     Where   ser- 
vice  delivery  and   placement   are   the   responsibility  of  more  than   one 
agency,  formal  working  relationships  should  be  established  to  clarify 
and   improve   the   efficiency  of  their  interactions. 

Individual  Treatment   Plans   (ITPs)   are  a  vital   component   of  the   state's  deinsti- 
tutionalization  program   for  ED   persons.      The    IT?   is   intended   as  a   check  against 
client   "warehousing"   as  well  as  a  guide   to   efficient  and  appropriate   delivery  of 
services  to  individual   clients.     Tiie    ITPs  are   to   include   a   statement   of  the   client's 
problem;   pose   short,  intermediate   and   long-range  goals  and  objectives;  identify  ap- 
propriate treatment  methods;  assess   client   progress;  and   the   like.     Their   preparation 
and   review  are   required   by   law.      Required   contents  of  such   plans  are   outlined   in 
relevant  statutes  and   addressed   more   specifically  in   the  Department's  published 
standards   for  community   mental   health   centers. 

11-21 


Despite   the   availability   of  information   regarding  the   preparation   of  ITPs,   many 
respondents  expressed   doubts  about   their  uniformity  and   the   existence   of  standards 
for  their  development.      Further,  according  to   another  volume   of  this  evaluation, 
ITPs  are   not  available   in   client   files  at   some   placement   settings.      A   client's   ITP  can 
serve  no  useful  purpose  if  it  is  not  available  to  all  who  work  with    him. 

Recommendation    23:      The   Department   should   take   steps   to   insure 
that   all   center  service   delivery   personnel  are   familiar  with   state   stan- 
dards and  guidelines   concerning  the   preparation  and  use   of  ITPs. 
Further,  the  Department   should  insure   that  all  service   delivery  per- 
sonnel have   ready  access   to   the    ITPs   of  all   clients   in   their  charge. 

The   ability   to   keep   track   of  clients   would  appear  to   be   important   for  both 
therapeutic  and   fiscal  reasons.      It   is   possible   that   clients  who  are   in  need  of  mental 
health  services  may   move   from   one   region   to  another  or  fail   to   keep  up  with   treat- 
ment programs.      Further,  a   continuous,   documented  tally  of  clients  being  served,  by 
service,  would  seem   useful  for  accounting  purposes,  particularly   if  that   system  were 
uniform,   statewide. 

Despite   the   apparent   benefit   of  such  a  system,  one  does  not   exist.      Many 
respondents  expressed  ethical  resistance   to   a   client   tracking  system,   stating  that   all 
clients   certainly    have   a  right   to   privacy.      Further,   since   some   clients  seek   no  ad- 
ditional mental  health  services   upon   discharge   from  WSSH,  some   respondents   suggested 
that   a  uniform   system   would  be   impractical.     These  comments   possess  some   validity, 
particularly   the   concern   for   individual   privacy.      Still,  each   mental   health  system   must 
and   does  keep  track  of  its   clients   for  therapeutic  accounting  purposes. 

A  uniform,   statewide   client   tracking  system   could  simplify   program   management 
and   planning.      It  also   could   help   insure   that  appropriate   services  are   delivered   at 
appropriate   times  within    and   between  mental   health   regions.      Several  respondents 
noted  that   clients   can   become   "lost   in   the   shuffle."     The   development  of  a  state- 
wide  client   tracking  system   is   no  more   a  guarantee   of  violation   of  client  confiden- 
tiality than   is   the   current   system   of  maintaining  client   records. 

Recommendation   24:      The   Department,   in    cooperation   with   the 
mental   health  centers  should  develop   a  uniform,  automated  client 
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tracking  system.     This  sytem  should  allow  appropriate   tracking  of 
clients  from  the  time   of  admission   to  WSSH,  or  a  center,   until 
termination  of  service   deUvery.     The   system  also   must   comply  in 
all  respects  with  constitutional  guarantees  of  the  right   to   individual 
privacy. 

Each  respondent  was  asked  to  identify  major  problems  confronting  the  state's 
program   for  ED  persons.      The   respondents  were  quite   consistent   in  their  identifica- 
tion  of  those   problems.     The   problems  most  often   mentioned   had   to   do  with  a 
lack   of  funding  and  program  resources,  a  lack   of  specificity   in   various  aspects  of 
the   program,  pubUc  misunderstanding  of  the  nature  of  mental  illness  and   mental 
health  services,  a  lack  of  community  service  alternatives,  a  lack  of  community  sup- 
port and  fragmentation  within   the  system.     Also  mentioned  was  the  economic  disin- 
centive  that  now  attends  deinstitutionalization   of  WSSH   patients. 

Many   of  the  major  problems  identified  by   the  respondents   have   been  discussed 
above.     Several  of  those   problems  can  be  resolved  through   management  decisions  to 
do  so.     The  solution  of  management  problems  should  lead  to  more  efficient   use  of 
available  resources  and  an  increased  ability  to  convince  the   public  of  the  need   for 
additional  resources.     The   intent  of  the  recommendations  listed  above  is  to  suggest 
appropriate  activities  in  this  regard.     Many  of  these  recommendations  suggest  the 
development   of  uniform   definitions,  standards,   procedures  and  systems  to  guide   the 
delivery   of  mental   health  services.     These   recommendations  are   not   intended  to   de- 
prive  the  mental  health  program  of  its  flexibility  or  of  its  "grassroots"  nature. 
They  are  intended   solely  to  improve  program  efficiency  by  reducing  confusion, 
redundancy  and  conflict. 

The  economic  disincentive   to   continued   deinstitutionalization   has  not   been 
discussed.     This   problem   was   raised   by   respondents  at   all   levels  of  the   program. 
The   budget  at  WSSH   is  reduced  by   $9,000   for  each  client   discharged   from   that 
institution.     At  the  same   time,  the  mental  health  centers  receive  no  additional 
funds  to  support  service  delivery   to  clients  recently  discharged   from  WSSH.     The 
potential  effect   of  this  situation   upon   continued  deinstitutionalization   should   be 
obvious. 
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Recommendation   25:      The   Department,   the  Office   of  Budget  and 
Program   Planning  and  representatives  of  the   mental  health   centers 
should   cooperatively   examine   the   impact  of  the   current   funding 
mechanism   for  mental   health  services  upon   continued  deinstitution- 
alization of  ED  persons.      Should   the   current   funding  mechanism 
appear  to   negate   the   state's   policy   regarding  deinstitutionalization, 
corrective   measures  should   be   taken. 


Deinstitutionalization   In  Other  States 

A  survey   of  state  governments  was  undertaken  to  determine   the   existence 
and  structure  of  service  and  deinstitutionalization   programs  for  DD  and   ED  persons, 
for  purposes  of  comparison  with  the   approach  Montana   has  taken   to   such   programs. 
Results  were   received   from   38   states  regarding  programs   for   DD  persons  and   37 
states  regarding  programs  for  ED  persons. 

Inspection   of  the   results  indicated  that   most  states  have   instituted  active 
programs  of  deinstitutionalization    for  both  DD  and  ED  persons.      Responsibility 
for  DD  service   programs  is  exclusive    to   one  agency   in  only  nine   of  the   38   states 
responding  to  the   survey.      In   contrast,  the  majority   of  states  have   placed  responsi- 
bility  for  ED  service   programs  within  a   single   agency.      Assignment   of  responsibility 
for  deinstitutionalization   has  followed  a  similar   trend.      About  one-third   of  the 
states   have  vested  authority   for  deinstitutionalization   of  DD   persons  within  a  single 
bureau  or  division;  nearly   two-thirds   have   assigned  responsibility   for  deinstitutional- 
ization  of  ED   persons  to   a  single  bureau  or  division.      Less  than   one-third  of  the 
states  responding  to  the   survey   have   created  regional  DD  advisory   councils;  just 
over  one-half  have   created   regional  mental   health   organizations.      About   two-thirds 
of  the   states   have  assigned   responsibility   for  administration   of  programs   for  both 
DD  and   ED   persons  to   the   same   agency(ies).      Umbrella   human   service   agencies, 
followed   by   mental  health   agencies,  were   the    types  of  government   bodies  most 
often  assigned  responsibility   for  both   DD  and   ED   programs. 

Montana's  deinstitutionalization   programs   for  DD  and   ED  persons  are  similar 
to  those   of  other  states,  at   least   in   terms   of  assignment   of  administrative  responsibility. 
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Montana  differs   from   most  states  in   having  created  regional   DD  advisory  councils, 
in   separating  responsibility    for  programs   for   DD  and   ED   persons  and   in  assigning 
responsibility   for  deinstitutionalization  of  ED   persons  to   the   Department   of  Institu- 
tions.     Further,  Montana   has  no  umbrella  human   service  agency. 

More   detailed  discussion   of  administrative   and  organizational  aspects  of  state 
programs   for  DD  and   ED  persons  are   presented   in   the  volume. 

Further  research  of  the   comparative  administrative  experiences  and  efficiency 
of  programs  assigned   to   single   or  multiple   agencies  could   prove   useful   to   program 
managers  and  planners.      Similarly,   comparison   of  the   performance   of  umbrella 
agencies   to   that   of  single-purpose  agencies  could  be   illuminating.      Finally,  examina- 
tion  of  the   relative   benefits  of  regional  advisory   bodies  and  service   organizations, 
and  of  the  manner  and  extent   to  which  autonomy  is  assigned   them   could  be 
useful. 

Current  Professional   Literature:      A  Presentation   of  Relevant   Findings  Regarding 
Client  and  Program  Characteristics  in  Deinstitutionalization 

The   literature   reviewed  in  this  section   of  the   report  was   presented   to   highlight 
the   problems  and  strengths  of  Montana's  deinstitutionalization   programs.      It   may 
be   used  to  sensitize   the   reader  to  difficulties  experienced  by   other  states  and   to 
alert   him   to  similar  problems  that  exist   or  may  soon   appear  in  Montana. 

In   summary,   the   articles  indicated: 

management  of  deinstitutionahzation   programs  should   focus 
more  intensely   on   coordination   and  cooperation  with  related 
human   service   agencies,   more   comprehensive  planning,  clarifica- 
tion of  areas  of  responsibihty   and  authority,  and   the   genera- 
tion of  reliable   data  for   the   purposes  of  program   monitoring 
and  evaluation; 

community  resistance   and   misunderstanding  often  go   hand   in 
hand  with  the   success  or  failure   of  deinstitutionalization   pro- 
grams.    This   should  be   anticipated  and   careful  steps  should 
be   taken   to   resolve   those   issues; 
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concepts  and   practices  in   the   deinstitutionalization   movement 
often  are   ill-defined  and  inconsistently  applied.     This   poses 
difficulties   for  the   public,  and   clients  and  staff  involved  in 
the   movement; 

gaps  and  discontinuities  in   services  and  resources  exist  and 
hinder  the   progress  of  deinstitutionalization; 

little   consistent  and  revealing  data  have   been   collected  con- 
cerning the   characteristics  of  clients  who  are  most  apt  to  be 
successfully  deinstitutionalized;  and 

the  deinstitutionalization   movement  may  be   prone   to  too   hasty 
action.      Lasting  progress   and   public  acceptance  will  require 
careful,  well-planned  actions. 
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III.     BEHAVIORAL  ASSESSMENT 

OF  THE  EFFECTS  OF  DEINSTITUTIONALIZATION 

UPON  THE  DEVELOPMENTALLY  DISABLED 


III.      BEHAVIORAL  ASSESSMENT 
OF  THE   EFFECTS  OF  DEINSTITUTIONALIZATION 
UPON  THE  DEVELOPMENTALLY  DISABLED 

Tliis   study  was  designed   for  the    purpose   of  evaluating  the   effectiveness  of  the 
State   of  Montana's  program   of  deinstitutionalizing  developmentally   disabled  persons. 
The   primary   focus  of  the   study  was  assessment   of  changes  in  behavior  associated 
with   movement  out   of  the   institutions   and  into   such  community   settings  as  group 
homes  and   day  activity   centers. 

The   behavior  in   question   was   carefully  defined  to  include   skills  basic  to  and 
important   for  successful   functioning  as   a   member  of  an   independent   community 
living  group.     These   skills  were   assessed   by   means   of  two   behavioral  assessment 
instruments,  the   Resident   Activity  MANIFEST  and   the   Behavior  Development   Survey. 
The  former  instrument  addresses  thematic  variables  important  for  successful  living 
in   institutions  and  in   placement   settings  and   utilizes  an   instantaneous  time  sampling 
technique.     The   latter   instrument   uses  an    inventory   approach   and   focuses  upon 
quite   specific  skills. 

The   relationships  of  demographic,  medical,   familial  and  related  variables  to 
behavior   changes  associated   with   deinstitutionalization  were   investigated,  and  an 
evaluation  was  made   of  the   process  by   which   individual  residents   of  institutions 
were   chosen   for  placement   in   particular   community   settings. 

Two   sets  of  deinstitutionalized   persons  were   evaluated.     The   first  was  a  sample 
of  40   developmentally   disabled  adults   moved   from    institutions  to   community  settings 
during  the   first    14   months  of  the    1975-77   bicnnium.     The   second  was  a  group  of 
23   developmentally  disabled  adults  and   children   who  were   deinstitutionalized  during 
the   last  six   months   of  the   biennium. 

Both   samples  were   of  sufficient   size   to  allow   inferences   to   be   made  about 
the   parent   populations  with   considerable   confidence.     The   Phase    I  sample   consisted 
of  40   individuals;  they   constituted  more   than   a   third  of  the   population   of  develop- 
mentally  disabled  people  who  were   released  in   the   first    14   months  of  the   biennium. 
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Although   two  restrictions  were   made   on   the   selection  of  the   sample,  there   is  no 
reason  to  believe   that  these   factors  should   have   biased   conclusions  about   the 
behavioral  competencies  investigated. 

The   Phase   II  sample   consisted  of  23  of  the   25  developmentally  disabled   people 
who  were  released  in   the   last   six  months  of  the    1975—77   biennium.      From   the 
point  of  view  of  representing  placement  outcomes  during  that   six  month   period, 
since   the  sample   is  such  a   large   proportion   of  the   target   population   and  since   no 
restrictions  were   placed  on  its  selection,   it   certainly   should   provide  representative 
results.      A  very   pertinent   question   here,   however,   is  whether  the   Phase    II  sample 
adequately  represents  the   remainder  of  the   State   of  Montana's  developmentally 
disabled   population   for  which   community   placement   (exclusive  of  nursing  homes) 
is   planned.      Since   the   Phase    II   sample   may   have   contained  a  greater  proportion   of 
relatively  high  functional  individuals   than   does  the   remaining  institutionalized   pop- 
ulation, the  results  from   this  sample  may  overpredict  the   success  of  the   outcome 
for  the  residents  remaining  in   Boulder,  Galen   and  Warm   Springs. 

Except   for  a  single   item,   the  results   of  the   assessment  of  the   Phase   I   sample 
with   the   Behavioral  Development   Scale   (BDS)   are   strongly  supportive   of  community 
placement.      Not  only  do   the   number  and   magnitude  of  favorable   changes  in   behavior 
observed  in   the   placement  setting  argue   for  the   superiority  of  the   community   situation 
over   the   institution,  there  is   also   a  pattern   apparent   in   the   changes  which   helps   to 
clarify  those  aspects  of  the   community  placement  which  are   beneficial. 

The   key   factors  appear  to   be   the   balance   of  self  reliance   and   mutual   inter- 
dependence  required   for  successful   functioning   in   a  group   home.      That   is,  the   adults 
in  Phase   I  sample   exhibited  an   increase   not  only   of  the   frequency  of  their  inter- 
action  in  group  activities,   but   also  showed  an   increased  tendency   to  initiate  such 
activities.      One  of  the   most  important   communal   activities   in   the  group   home   is 
meal   preparation.     The   involvement   of  residents  in   preparing  meals  and   in   clearing 
the  table   afterward  showed  a  sizeable   increase.     Whether  such   improvements   might 
be   the   cause   or  the  effect   of  an   increase   in   attention  span   and  an   improved   ability 
to   understand  and  perform  complex  tasks  is  arguable,  but   the   fact  of  these   con- 
comitant increases  cannot  be   doubted.      Increased  communication  also   might  be 


III-28 


expected   to   accompany   greater    involvement    in    communal   activities,   and,    indeed, 
less  verbally   capable   residents  did   more   often   use   head   nodding,  smiling,   pointing 
and   vocal  noises  to  express   their   feelings  or  needs.      Finally,  increased  competence 
in   food   preparation  seems  to   have  generalized  to  greater   facility   in   ordering  meals 
in   public. 

Self  reliance   is  stressed  in   the   community  setting.     Group  home   residents   must 
accept   much   of  the  burden   of  attending  to   their   personal  needs.     The  adults   in 
Phase   I   more   frequently  cleaned  their  rooms  well  and   hung  up  their   clothes  with- 
out being  reminded  than   they  did   in   the   institutions.     Their  ability   to  care   for 
themselves  at   the   toilet   improved   as  did   their  attention   to  washing  hands  and   face 
and   the   use   of  soap  to  do   so. 

It   could   be   argued   that   if  an   increased   call   upon   devclopmentally   disabled 
adults  to   care    for  themselves  and   cooperate   with   others   in   communal   tasks  was 
frustrating,  their  rate   of  maladaptive   behavior  would  increase.     Just   the   opposite 
happened.      Although  maladaptive   behavior  was  not   an   appreciable   problem   to  begin 
with   for  the   Phase    I  sample,   both  the   tendencies   to  threaten   or  do   physical  harm 
to  others  and   to   lie,   cheat,  or  steal  decreased.     These  results  argue   against   frustra- 
tion  among  members   of  the   sample,  and   thus,   indirectly,   indicate   increased   satis- 
faction  in   community   placements. 

There   are   simpler  explanations  for  the   improvements  in   behavior  observed 
among  the   members   of  the   Phase   I   sample   in   community   placements.      Expectancy 
has  been  shown   to  be  an   important   shaper  of  behavior   in   gtoup  situations,  and   it 
might   be  argued   that   the   transmission   of  such   expectations  to   residents   by   members 
of  the   staff  of  the   group   home,   together   with    appropriate   shaping   and    training, 
could   be   the   entire   cause   of  the   changes  observed. 

An  even   simpler  explanation   is  possible.      As  was  mentioned   in   the    introduction, 
residents   have   little   need   (or  sometimes  opportunity)    to   care   for  themselves  in 
institutional  settings.        What   they   do   not   do   for  themselves  will   be   done   for   them. 
A  more   intelligent  individual  may   learn   this  and   capitalize   upon   it,   so   that   such 
abilities  as  residents  have   may  atrophy   through  disuse.      But   in  group   homes,  self- 
care  and   communal  efforts  are   both   necessary  and  encouraged  as  an   integral   part 
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of  the   philosophy   of  such  estabUshments.      Opportunities   for   individual  effort   and 
group   participation  abound,  and,   indeed,   are   created  by   the  staff.      It   may   be   that 
the   primary  requirement   for  an   increase   in   independent   living  skills  among  the 
developmentally   disabled   is  an   environment  with  room   for  those  skills  to  be   devel- 
oped  and  exhibited. 

It   should   be  remembered   that   this   study   simply  sought   to   determine  whether 
changes  in  behavior  do   occur  when   developmentally  disabled  individuals  are   dein- 
stitutionalized.     The   nature  and   scope   of  this  study   preclude   selection   of  the   "best" 
alternative   explanation   for  the   observed   results.     The  reader  must   decide   for   himself 
which  explanation  is  best  supported  by  the  available  data. 

A  technical   problem   affecting  interpretation   of  results  should   be   examined  be- 
fore  the    Manifest   results  arc   discussed.      Since   the    BDS   is   completed   for  each   resident 
by  a  staff  member  who   knows   him  well,   halo   or   response   set  effects  arc   possible. 
For  example,   a  staff  member  who   has  a   favorable   opinion   of  a  given   resident   may 
have   a  set  to  rate   him   as  highly  as   possible   on   every   BDS   item  even   though  his 
actual   behavior  might   not   merit   such  ratings.     The   point   is  not   that   the   staff  mem- 
ber is   intentionally  deceptive  when  rating  the   resident,   but   that   his   high  opinion   of 
the   person   causes  him   to  view   the   person's  entire   range   of  responses  as  better  than 
a  more   objective   analysis  would  make   them.      A  staff  member  with  a  negative 
opinion  of  a  resident   might   similarly   rate   the   individual  lower  than   deserved   on 
the   items  of  the   BDS.     This  study   did   not   generate   hard  data  bearing  upon   this 
question.      However,   in   order  to  obtain   some   idea  of  the   probability  of  such   bias 
in    the    results,   the    BDS    completed    in    the    institution   was    compared    to   the   one    from 
the    placement   setting   for  each   individual.      The   similarity   between   tlie   two   BDSs 
across   the  entire   sample   was  impressive.      Tiie   only   obvious  discrepancies  were   those 
items  where   significant   changes   took   place.      A  definitive   approach   to   the   problem 
of  response   set   bias  in   the   BDS   would   require   a   factor  analysis  of  a  larger  sample 
of  BDSs  than  was  available.      One   may  acquire   a  somewhat   similar   perspective   by 
comparing  the  quartiles  of  the   distributions   from   the  institution   and   the   placement 
across  the  entire  set  of  items.     Examination  of  these  statistics  in    appendix  II  shows  a 
very  considerable  similarity  across  items  which  would  tend  to  discount  the  probability 
of  response  set  bias. 
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One  advantage   of  assessment   instruments  sucli   as  tlic   Manifest   is  tlieir   much 
smaller  vulnerability   to  extraneous   influences  such   as  response   sets.     Judgments  are 
made,   not   of  general   level  of  ability   or   performance   in   a  given   area,   but   of  specific 
segments  of  behavior.      Moreover,   the   descriptions   to  be   applied   are   not  relatively 
global  as   in   most   inventories  such   as   the   BDS;  instead  a  categorization   based   upon 
quite   concrete   definitions  is  made.      The  resulting  conclusions  are   more   likely   to   be 
objective  and  amenable   to   replication.      The   interrater  reliability   of  the   Manifest   in 
this  study,   for  example,   was  not   below   .95   in   any  setting. 

It   is  encouraging,   then,  in   assessing  the   validity   of  the    BDS   results   that   the 
outcome   of  the   Manifest  analysis   is  also   favorable   for  the   Phase    1   sample.      Stereo- 
typic  behavior,   that   hallmark   of  the   institutionalized   person,  was   significantly   lower 
for   the   placed  Phase   I  sample   than   for   the  general  institutional  sample.     The   isolated, 
uninvolved,   often   somnambulistic   behavior   that   the   Manifest  dubs    isolated   passive 
also  was  at   a  significantly   lower  level.      Social  interaction   with   both   peers  and   staff 
were   observed   a  significantly  greater   proportion   of  the   time   in   the   members   of  the 
Phase    I  sample   than   in   the  general  institutional  group.      Vocal  behavior  and   language 
communication    were   exhibited   at   a  higher   level,  though   not  significantly   so,  among 
members  of  the   Phase    I   sample.      The   levels  of  aggressive  and   disruptive   behavior 
were   the   same    —   zero    -    for   both   samples.      Neither  was  there   a  detectable   differ- 
eiico    between    the    two   samples   with    respect    to    isohited   active     behavior. 

The   picture    is  somewhat   more   complicated   for    object    manipulation   and    en- 
vironmental  engagement.      Object   manipulation   and    environmental     engagement  were 
both  significantly   higher  for  the   Phase    I   sam.ple   when   in   the   day   placement  setting 
than   they  were   for  the   institutional  sample;  there   was  not   a  significant   difference 
between  the   two  groups  when   the   Phase    I   sample  was  assessed  in   the  group   home 
setting.      It  was  concluded  that  day   settings  such   as  sheltered  workshops   provide   a 
kind  of  active   relationship  with   the   environment,  at   least  in  relative   terms,   that 
the   institution   cannot. 

The   comparisons  involving   the  Manifest   for  the   Phase    I  sample   and  the   general 
institutional  sample   have   the   disadvantage   that   one   is  not   contrasting  the   same 
group  with  itself  in   two  different   situations;  instead,   two  groups,  each   in  a  different 
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situation,  are  being  weighed  against  each   other.      If  one   had  reason   to   beheve   that 
the   two   groups  were   fundamentally   similar  and  equal   in   capacity,   the   comparisons 
could   be   largely  justified.      However,   since   deinstitutionalization   in  Montana  began 
with   the   placement  of  many  of  the   highest   functional  residents  of  the   institutions, 
the   remaining  individuals  who  resided  in    Boulder,  Galen   and   Warm   Springs  in 
December,   1976   were   probably  less   capable   in  many  respects   than   those  already 
placed  in   the   community.      Thus,  the   advantages  exhibited   for  the   deinstitutionalized 
group   by  the  Manifest   lose   some   of  their   force. 

This  argument  also   may   be   turned  around   to   suggest  that  the   Manifest  results 
are  evidence   that   the   individuals  remaining  in    the   institutions   have   not,   due   to 
general  improvement   in   conditions  of  care   and  treatment  or  some   similar  factor(s), 
attained  the  same  level  of  performance  as  those   people  who  were   placed  in  the 
community.     This  conclusion  also  is  weakened  by  the   dissimilarities  in  the  general 
institutional   sample  and  the   Phase   I  group.     This  is  unfortunate,  since   such  a   find- 
ing is  crucial  to  any   final  vindication   of  deinstitutionalization:      moving  people   into 
community  settings  would   present  few  advantages  if  their  development  and  perform- 
ance  improved   to   the   same   level  with  added  time   in   an   institution. 

The   Manifest   comparisons  were   not   disregarded  because   of  some   dissimilarity 
between   the   two  samples,   however,   since   they   are   supported   by   the   general  tenor 
of  the  BDS  results,  just  as  the   Manifest   results  support   the   BDS.      Moreover,  the 
results  are   not   confined   to   such   circular  reasoning;   the   results  of  the   Manifest   for 
the   Phase    II  sample,   in   which   the   same  group   is   compared  with   itself  in   the   in- 
stitution  and  the   placement  setting,   are   similar   to  the   Phase    I   results  and  even 
perhaps  slightly  stronger   (as  might   be  expected  given  a  better  basis  of  comparison). 

The   Manifest   results  arc   first   discussed   in   the   context   of  the    23   children   and 
adults  who  were   deinstitutionalized   in   the   last   six   months  of  the    1975  —  77   biennium. 
Stereotypic   behavior  was  at  a   significantly   lower  level  in   the  day   placement  than   in 
the   institution   for  the   Phase    II   sample;  there   was   not  a  significant   difference   between 
group   home   and   institution,   however.      In   fact,   the   level  was   slightly   higher  in   the 
group   home   (22%)   than   in   the   institution   (18%).      Conversely,    environmental    engage- 
ment  was  significantly  higher  in   the   day   placement   than   in    the  institution,  but   there 
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was  not   a  significant   difference   between   group   home   and   institution.      The   levels 
of  vocal     behavior,    language    communication,    and    object  manipulation   were   all 
significantly   higher  in   the   placement   setting   than   in    the   institutions.      Isolated    active 
behavior  decreased  significantly   and   by   more    than   one-third   in   the   placement  setting 
from   its   level   in   the  institution.      Staff    social    interaction  was   significantly   higher  in 
placement   settings   than    in   the  institution;   peer    social    interaction  was   higher  in 
placement   settings   than    in   the   institutions,   but   not  significantly   so.      As  with    PhabC 
I,   the   levels   of    aggression   and    environmental    disruption   did   not   change;  they   were 
at  zero  level  in   both  institution  and   placement. 

Although   the   pattern   of  differences  between    institution   and    placement   for  Man- 
ifest variables  are   reasonably   similar   for   the   Phase    I   and  Phase    il   samples,   the   mag- 
nitudes of  the   differences  and  the   differences  which   are   significant  vary   considerably 
for   the   two   groups.     Given   the   relatively   small  size   of  the  sample   upon   which   the 
Phase   II  X'tests  are   based  and   the   different   samples  upon  which   the   Phase   I  ^-tests 
are   computed,  such  differences  are   to   be   expected  as  a  result   of  sampling  fluctuation. 

The   results  of  the   assessment   of  the   Phase    II   sample   with   the    BDS   definitely 
support   deinstitutionalization.      Each   of  the   eight   significant   differences   favors   the 
placement   setting.      Moreover,   the   observed   changes  arc,  as   far  as   they   go,  similar 
to   changes  found   in   the   Phase    I  sample.      In   the   group   home   setting.   Phase    II  sample 
members  exhibited  increased   competency   in   meal   preparation   and   table   clearing.      They 
took  better  care   of  their  rooms  and   their  shoes  than   they  did   in   the   institution. 
Their  bathing  skills  and   use   of  soap  were   more   frequently   seen   as  improved.     They 
were   more   likely  to   use  gestural  or  other   preverbal  cues  to  indicate   hunger,  and 
their  body  balance  appeared   to   have   improved. 

One  difficulty   with   this  set   of  results  is  that,  given   the   98   tests  of  significance 
performed,   five   significant   results   (with  alpha   equal  to   .05)      would  have   been  ex- 
pected by   chance   alone.      Eight   is  hardly   more   than   five,  and   it   is  largely  because, 
of  the   similarity  of  these   results  to  those   of  the   Phase    I   sample   that   they  are 
taken   seriously.      It   can   also   be   argued   that   the   Phase    II   sample   exhibits  fewer 
improvements  over  its  institutional   level   than   did   the   Phase    I   sample  because   of 
the   much  shorter  average   elapsed   time   since   placement  and   lesser  opportunity   for 
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development.      But   it   may  be   that   the   Phase    II  sample   members   represent  a  lower 
functioning  group   than   the   Phase    I   sample   (who  were   probably   the   most  capable 
members  of  the   original  institutional   population   of  developmentally   disabled  people) 
and  much  less  extensive   development  would   be  expected  of  them.     This  brings  into 
direct   focus  a  most  important  question:      to  what  extent   are   improvements  in   be- 
havioral capacity  following  deinstitutionalization   determined  by  initial  capacity,  and 
to  what  extent   are   improvements  a  function   of  longer  exposure   to  the  advantages 
of  community   placement?      Since   these   two  variables  are   confounded  in   the  Phase 
I  and  Phase   II   samples,   only   further  research  can   provide   an  adequate  answer  to 
this  question. 

In  both   the   Phase    I   and  Phase   II   samples,   demographic,  medical  and  familial 
variables  as  well  as  those   associated  with  placement  characteristics  exhibited  no  re- 
lationships to  the   behavioral  outcome  variables.      It   may  be   that   such   relationships 
are  simply  non-existent,   but   two   other  factors   may   have   contributed  to   the  lack 
of  findings.     One   is  the   fact   that   although  most   institutional   files  for  residents 
are  now  in   exemplary   condition,  entries  for  earlier  years  are   frequently  scant   and 
even   self-contradictory.      Data  bearing  upon   familial  variables,  for  example,  often 
were   non-existent  and   that  which  was   present   had  never  been   updated.     Thus  the 
quantity  and  reliabihty  of  medical,  familial  and  demographic  data  were   considerably 
less  than  would   have   been  desirable. 

Problems  of  a  different   sort  were   found   regarding  variables  related   to   placement 
settings.      Services  available   to   clients  may   be   formally   considered   to  be   those   for 
which   contracts   or  other  legal  or  quasi-legal   bases  exist.      Yet  when   there   are   no 
such   provisions   for  services,  they   often  are   obtained  through  such   other  "invisible" 
sources  as  volunteer  contributions  or  general    community   facilities.     Thus  a   formal 
description   of  services  available   to  clients   in   a  given   placement   can   differ  substan- 
tially  from  a  functional  description.      Where   staff  characteristics  are   involved,  various 
informal  relationships  and  procedures   make  even   such  straightforward  measures  as 
the   average  level  of  pertinent   staff  training  nearly  impossible   to  quantify.      For 
example,  a  husband  may   be   officially   on   the   payroll  of  a  group   home,  yet   his 
wife   may  work  one  quarter  of  his   shifts  and   his  sister  another  quarter  in   an 
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irregular  rotation.      Such  arrangements  are   common   in   group   homes   in   tiie   state 
and  effectively   preclude   accurate   measurement   of  many   staff  characteristics  which 
might   relate   to   outcome  variables. 

With  respect   to   the   process  by  which   institutional  residents  are   placed   in 
particular  group   homes,   one   must   conclude   that   it   functions  in   nearly   all   cases  to 
the   satisfaction   of  group   home   staffs.      As  mentioned   above,   the   efficiency   of  the 
process  was  not  evaluated. 

Finally,   both   the   Phase    1   and   Phase    II   samples  were   ot   sufficient   size   to 
represent  with   confidence   the   populations   from   which   they  were   drawn.      Although 
the   number  of  observations  upon   which  Phase    11   statistical   tests  were   based  was 
not   as  large   as  is  optimally   desirable,   there   was  no  evidence   that   the   assumptions 
of  either   the   t^tests  or  chi-squared   tests   were  violated   to  any   appreciable  extent. 
Therefore,   the   results  of  the   tests  may   be   accepted   with  some   confidence. 

In   summary,   the   State   of  Montana's  deinstitutionalization   program   for  the 
developmentally   disabled  must   be   termed  at   least   a  limited  success.      Both   the   40 
adults  who  were   placed   in   community  settings  in   the   first    14   months  of  the 
1975—77   biennium  and   the   23   adults  and   children   who  were    placed   in    the   last 
six   months  of  the   biennium   show   substantial   indications   of  increased   competence 
in   a  variety   of  behavioral  domains.      Improvement   was  less  dramatic   for  the   sample 
released  later  in   the   biennium,  but   this  may   be   due   either   to   lesser  initial   capacity 
or  a  shorter  exposure   to   the  beneficial  effects  of  community   placement. 

In   qualification  of  this  general  conclusion,  two  items  should   be   noted.      First, 
only  evidence   of  an   imperfect   kind  is  available   to   demonstrate   that  deinstitutional- 
ization was  better  than   a   longer  stay   in   institutions   in  which   care   and   treatment 
conditions  may   have   undergone   appreciable   improvement.      Second,  no   formal  assess- 
ment  of  resident   satisfaction  v^nth   community   placement  was  attempted.      From 
their  statements  and   comments,   there   is   no   doubt  that   staff  members  of  the   insti- 
tutions and   community   placements  take  great   personal  satisfaction   in   the   results  of 
deinstitutionalization,   but   the   matter  is   not   so   clear  cut   for   the   residents.      As   many 
of  them   stated   that   they   missed   friends  or  routines  at   the   institution   as  expressed 
happiness  with   their  new  surroundings.      From  a  purely   functional   and   behavioral 
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point  of  view,   however,   there   is  Uttle   doubt   as   to  the   efficacy   of  Montana's   pro- 
gram  for  deinstitutionalization   of  the   developmentally   disabled.      No   behavioral 
domain  showed   degradation   from   the   levels   found   in   the   institution,  and  a  great 
many  exhibited  important   improvements. 
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IV.      FINAL  EVALUATION  AND  STATUS  REPORT 

OF  A  FOLLOWUP   SURVEY  OF  A  SAMPLE  OF 

MENTALLY   ILL  PATIENTS  FROM 
WARM   SPRINGS   STATE  HOSPITAL 


IV.     FINAL   EVALUATION   AND  STATUS   REPORT  OF  A 

FOLLOWUP  SURVEY  OF  A  SAMPLE  OF  MENTALLY   ILL 

PATIENTS   FROM  WARM   SPRINGS   STATE  HOSPITAL 

The   followup  survey   of  deinstitutionalized  emotionally   disturbed  clients   included 
an  initial  target   population   sample   numbering  sixty.     Community   placed  clients  were 
randomly  selected   from   the  WSSH   files  by  region   to  assure   a   statewide   sample.     The 
sixty  were   reduced  to   fifty-eight  after  one   was  found   to   be   deceased  and  another  to 
have   moved   from   the   state.      An   additional  thirteen  members  of  the   target  group 
were   lost   for  varying  reasons,  as   discussed   in   the   main   report.     Thus,   forty-five   per- 
sons  comprised   the   total  survey  sample.      However,   four  clients   had   no   mental    health 
center    files  and  were  excluded  from   that   phase   of  the   study. 

The   information   and  data  collected  during  the    followup   study  was  obtained  in 
the   following  fashion: 

Initial  Visits 


Initial  visits  were  made   to  WSSH   to   thoroughly  examine   individual  patient   files 
sampled  at  random  by  WSSH  staff  according  to   instructions   provided  by   the  evalu- 
ators.     This   provided  familiarity  regarding  the   nature  and   content   of  WSSH   client 
files.     WSSH  staff  were  extremely   cooperative   in   providing  whatever  assistance   we 
requested. 

Computer  Printout  of  Patients 

A  computer  printout   of  all   clients  discharged   from  WSSH  since    1970   was 
obtained.     The   target   pool  of  clients  was  selected  randomly  after  it  was  determined 
that   the  sample  was  to  include   only   clients  discharged  after  a   minimum   of  three 
years  of  hospitalization.     The  WSSH   files  for  the   target  group  were   thoroughly  ex- 
amined and  the  necessary   data  extracted. 
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Followup 

Followup  of  each   client  was  commenced  by   locating  the    mental    health    region 
and    center   to  which   he   was  assigned.      Several  shifts  were   identified  and  various 
clients  were   found   to  be   deceased,   to   have   moved  or   to   have   become   "lost"   in 
terms  of  record  keeping.      Individual   mental    health    centers  were  visited  and  each 
client   file  was  examined  and  the  data  extracted.     These  examinations  included  re- 
views of  treatment,   medication,   contracts,   case   management,  etc. 

Clients   Located  and   Visited 

Each   client  was  located   in   terms  of  current  residence   and  each  site   was  visited 
by   the   survey   team.     The   survey   team   conducted  a  site  survey,   client   interviews 
(where   possible),  supervisor  interviews,  file  and  record  reviews,  observed  training  pro- 
grams and   contacted  other  available   site   personnel.     Data  collection   using  the   Ad- 
aptive  Behavior   Scale   also  was  arranged.      Finally,  where  appropriate,   training  programs 
outside   the   residential  setting  also  were  visited  and  training  data  was  collected. 

Data  Collection 

The   survey   team   attempted  to  collect  a  comprehensive  set  of  data  reflecting 
all  aspects  of  client  activity  and   involvement   following  exit   from  WSSH.     The   data 
collection   forms   for  each  area  are   presented  in   the    appendix    of  the   main   report. 
The   narrative   findings  for  each  section/area  are   presented  earlier  within   the   respec- 
tive sections  of  that  report. 

Conclusions 

The   following  conclusions   regarding  the  survey  data  and  information   collected 
are   those   of  the   survey   team   and  reflect   the   team's  understanding  and   interpretation 
of  the   objectives  established   for   the  survey,  and  should  not   be   interpreted   as  re- 
flecting any   one   else's  conclusions. 

The  age   of  the   target  group  ranged   from   a  low  of  22   years  to  a  high  of  95 
years,  with  a  group   mean   age   of  65.6   years.     Twenty-nine   of  the   group  were   male 
and  twenty-nine   were   female.     Thirty-one   percent   of  the   group   had  received  standard 
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commitments  and   thirty-eight   percent   were  voluntarily   committed.     Thirty-one    percent 
of  the   clients  had   been   committed  during  the    1960's.      For  seventy-one   percent  of 
the  group  this  commitment   was  their  initial  or  only   commitment.     Twenty-seven 
different  diagnostic   categories  were   assigned   to   clients  as  their  primary   diagnosis  at 
the   time   of  commitment.      Hallucinations,  delusions,  disorientation   and  violence 
characterized  patient  behaviors  at   that  time. 

Upon  release,   the   majority   of  clients  were   returned  to   their  region   of  origin. 
Most  clients   (75%)   were   found  to   have  been   placed  in   nursing  homes  in   or  adjacent 
to   their   home   towns.      At   the   time   of  release   from  WSSH,   the   length  of  time   a 
client   had   been   hospitalized  ranged   from   three   to   fifty-three   years.     The   mean 
length  of  stay   for  all  clients  in   the   sample   was   19.93   years.     Twenty  clients   (49%) 
had  spent  30   or  more   years  at  WSSH. 

Mental    health    center    files  were   reviewed  to  obtain   individual  client  data  fol- 
lowing release   and  placement.      File   reviews  were   conducted   on   forty-one   clients. 
The   data  appeared  consistent  with   client   data  derived   from   the   WSSH   files.      Mental 
health    center   files  varied  considerably   in   terms  of  nature   and   content.      In   general, 
the   files   contained   information   regarding  the   clients'   privacy,  diagnosis,  current   resi- 
dence, case   manager,   treatment   logs,  identified   problem  areas,  additional  diagnostic 
information,  medical  data,  and  contact   schedules.      The  extent  of  this  information 
varied  from  minimal  to  extensive.     Only   limited  data  were   available   regarding  com- 
munications and   foUowup  between  WSSH   and   the   mental    health    centers. 

The   study  of  in-residence   client  status  indicated  that  of  the   forty-five  clients, 
over  eighty   percent   were   toilet   trained  and  ambulatory  and  a   majority  were   able 
to  dress  and  feed   themselves.      Supervisors  stated   that   seventy-three   percent  of  the 
clients  required  either  constant   or  moderate   supervision.      There   was  very   little  evi- 
dence,  if  any,  of  in-residence   training  or   of  training  provisions   for   this   population; 
however,   some   clients  were   involved  in   training   programs   located  outside   the   actual 
residence   itself.     The   availability   of  community   based  training   programs  was   in 
general  related   to   community   size.      Fifty -eight   percent  of  the   clients  were   located 
in   communities  with   a   population   of  10,000   or  greater. 
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Most  residential   programs   (84%)   were   directly   involved   with   some   type   of  ad- 
visory board.      In   most   settings,  there   were   restrictions  and   limitations  placed  upon 
client  possessions,  client   opportunities   to   earn   money  and  client   management   of 
their  own  funds.      Fifty   percent   of  the   clients   had  ready   access   to   telephones   for 
incoming  and   outgoing   calls.      Most   settings  provided  a  wide   range   of  leisure   or 
recreational  activities  and  viewed  the   major  portion   of  their  responsibilities  to   be 
that   of  making  the   clients   comfortable,  providing  physical  care  and  assistance   and 
facilitating  pleasure   or  leisure   time   opportunities.      Client  participation  in  various  pro- 
grams was  largely  voluntary.      Service   specialities   (therapy,  speech,  medical  and  dental 
services)   were   generally   available  and  utilized  on   an  as-needed   basis. 

Residential  supervision   was  adequate.      Most  supervisors,  however,  lacked   training 
specific   to   the   handicapped   population   and   had   held   their  jobs   for  one   year  or  less. 
Most  supervisory   personnel  were   drawn   from   the   staff  of  licensed   practical  or  regis- 
tered nurses  at   the   facilities  reviewed. 

Ten   clients   (22%)   were   found   to   be   involved   in   day   training   programs  outside 
their  respective   residential  settings.     Most   of  these    people  were   participating  in   day 
care   activities.     Others  were   involved   in   educational,  sheltered   workshop  and  avoca- 
tional  center  programs.      Training  was  viewed  as   long-term   (1—3   years)   and  centered 
around  shopping,   leisure,  safety,  community   service,  self  care   and   recreational  activities. 
Training  supervision   usually  was  on   a  group  basis  and  was  provided  by  licensed 
practical  nurses  or  registered   nurses.      Training  of  supervisors,  in  general,  was   not 
specific   to  this  type   of  population.      In-service   programs  and  workshops  were   the 
major  means  of  preparing  training  supervisors. 

In  general,   the   training   personnel   felt   that   the   majority   of  clients   (80%)   had 
been   completely  and   successfully  integrated   into  their   community.      Integration   re- 
lated  problems  were   identified   as  the   need   for   public  awareness  and   education, 
client  medication   problems  and   client   skills.      Training   problems  tended   to   be   cen- 
tered around  funding,   client   participation,   client   progress  and  staffing/communication 
problems.     Training  program  personnel  were   extremely  cautious  regarding  their  ability 
to  serve   more   clients  and   particularly   hesitant  about  their  capacity   to   serve   more 
"high"  risk  clients. 
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All  clients  able   to   participate   were   personally   interviewed.      Sixteen   clients   (36%) 
were   so  identified.      Most  of  these   clients  were   found   to   possess  accurate   personal 
information  regarding  their  names,  ages,   marital  status,  and  addresses.     These   clients 
were   aware  but   not  specifically   knowledgeable   regarding  past   and   present   treatment 
or  medications.     The   clients  had  little   understanding  of  mental    health    centers  or 
residential  services,  and  none   knew   their  own   diagnosis;  however,  they  were  aware 
of  all  these  areas  and  their  own  involvement. 

Sixty-three   percent  of  the   clients  expressed  satisfaction  with   their  current   place- 
ments, although  clients  indicated  a  preference  to  be  elsewhere.     The  majority   (75%) 
reported  no  serious  personal  problems  or  concerns  and  felt   that  they  were   being 
adequately  cared  for  and  treated  appropriately. 

The  Adaptive   Behavior  Scale  was  selected  as  the  best  available   tool  to  attempt 
to  measure   the   clients'   ability   to  adjust   to   their  community   placement   following 
deinstitutionalization.     The   study   team   encountered  three   major  problems  in   using 
this  instrument: 

1.  The  normative  group  used   in   development   of  the   ABS   primarily 
comprised  the  institutionalized  retarded. 

2.  Refusal  of  the  nursing  home   staff  (nurses  in   particular)   to  co- 
operate  in   completing  the   ABS.      (The   scale  is  significantly  more 
useful  if  filled  out  by  individuals  personally  knowledgeable  about 
their  patient.) 

3.  The   scoring  procedure,  which   places  zero  responses  in   the   mal- 
adjusted range,   tends  to   distort   the   data  and   data  analysis. 

The   major   conclusions  drawn   from   the   data   provided   by   the   ABS  were: 

1.  The   clients  involved  in   the   study   could   not   live   in   a   totally 
independent   living  situation. 

2.  The   clients'   behavioral  manifestations  collectively   fall  well  within 
the  maladjusted   range   in   most   cases.     Most  of  the   people   tested 
did  not  exhibit   maladaptive   behaviors   however;  the   negative 
results   come   from   the   test   design. 

Rccommendatio  i  is 

The   following  recohimendations   are   intended   to   famiharize   the   reader  with   the 
major  issues  or  concerns  identified   by   the  survey   team   members  during  their  work 
across  the  several  regions. 
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Each  of  the   following  recommendations  was  based   upon   a   compilation   of 
information   data  drawn   from: 

1.  The   material  presented  within  each   of  the  major  sections  of 
the   report   (Review  of  Mental  Health  Center   Files,   Patient 
Residential  Data,  Client   Day  Training  Programs,  Client   Inter- 
views, Case  Manager   Interviews,   Adaptive    Behavior    Scale,  etc.). 

2.  The  descriptive   narrative,   for  each   major   part   of  the  report 
and   the   summary  sub-sections  of  each   part. 

3.  Survey   team   logs,  report   and   report  notations  recorded  during 
on-site  visits,   interviews  and   other   data   collection  activities. 

It  is  recommended   that: 

1.  In   the   future,  all  transfers   from   WSSH  to  regional   placement 
settings  should  occur  only  after  the   selected   placement  sites 
have  been  adequately  oriented  and  prepared   for  the   reception 
of  transferred  clients.     This  would  alleviate  most  of  the   prob- 
lems cited   by  residential  personnel  which  included  a  lack   of 
familiarity  with  the   "type"   of  client,   several  clients  arriving 

at   the   residential  site   without   prior  notification   and  assigning 
non-ambulatory   clients  to   facilities  without  the   resources  to 
provide   for   client   movement   and   transportation. 

2.  In  all  cases,  active   case   managers  should  be   maintained  for 
each  client  and  the   assigned  manager  should   maintain   active 
and  planned  followup   procedure   for  each  client.      In  addition, 
the   duties  of  the   case   manager  should   be   more   clearly   de- 
lineated and  articulated  to  all  parties  involved.      Client   place- 
ment without  assignment  to   a  case   manager;  case  managers 
without   knowledge   and  understanding  of  assignment;  frequent 
staff  turnovers;  case   management   as  a  secondary  role;  and 
contract  disputes  between  providers  and  mental  health   centers 
were  all  seen  as   contributing  factors  to   the   case   manager  issue. 

3.  Serious   consideration  should   be   given   to   the   possibility  that, 
for  many  clients,   deinstitutionalization   has  been   no  more   than 
a  process  of  movement   from   one   setting  to  another,  and  that 
there  is  little   evidence   of  any  concerted  effort  to   provide 
training  or  assistance   to   the   cUent   to   faciHtate   functional 
normalization   upon   re-entry   into   the   community. 

The   nursing  home   operators  who  provided  services  to   the 
majority   of  clients  included   in  the   survey   defined   their  role 
as  that  of  providing  shelter,   food,   clothing  and   client   care. 
The  majority  did   not  view   training,  community   integration 
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and   client  skill  development   as  their  responsibility.      Most   were 
not  equipped,  staffed   or   programmatically  oriented   to  delivery 
of  other  than   basic   personal   health   care  services. 

4.  Serious  consideration   should   be   given   to  the  development  of  a 
planned  procedure   for  the   active   foUowup  of  all   clients  as 
they   are   transferred   from  WSSH  to   another  placement  site.      It 
is   further  suggested   that   this   followup   procedure   remain   "active" 
for  at   least   one   full  year  following  transfer. 

The   placement  information   derived   from   the   study   reflected 
several  instances  of  cUent  exit   from  WSSH  without   correspond- 
ing client  receipt  action   on   the   part  of  the   designated   mental 
health    center.      Clients  were   transferred  out   of  state   and  to 
other  sites  without   adequate   information  regarding  the   client's 
new  location,  reason  for  transfer,  etc. 

5.  A  procedure   should  be  established  to  upgrade  the  record 
keeping  and  file   systems  used   to  track  each   client   in  and 
out  of  WSSH.     Many  client   files  are  outdated,  incomplete  or 
even   missing.      A  better  tracking  system   for   clients  themselves 
appears  needed  as  several  cUents  appeared  to  have   disappeared 
after  transfer  from  WSSH. 

The   client   files  vary  markedly   from   location  to   location; 
there   appears  to  be   little   inter-agency   consistency   in   record 
keeping  procedures  and   file   content.      In   the  residential  settings 
there   is  highly  variable   evidence   of  data  collection   on   client 
progress,  evaluation,  and   training. 

6.  Minimal  standards  should  be  established   for  the   training  and 
supervision   of  "key"   personnel  who  are  assigned  the   primary 
responsibility   for  the   treatment   and   training  of  deinstitutional- 
ized clients. 

Currently  assigned  supervisors  tend  to  be  new  to  the  job   (less 
than  a  year);  lack  of  professional  preparation   or  training 
specific  to  the   needs  of  the   studied   population;  and   have   little 
access   to  additional  training. 

7.  Specific   criteria  should   be   established  for  those   sites  under 
consideration   for  the   placement   of  deinstitutionalized  chents. 
These   sites  should  be   evaluated  in   terms  of  their   capacity   to 
provide   care,  treatment   and   training  commensurate   with   the 
identified  goals  and  objectives   for  each   client. 

Currently,  client   placement   is   determined   largely   by   the 
regional  availability  of  placement   opportunities.     There   was 
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no  evidence   of  planned  attempts   to   match   client   needs  with 
specific  sites,  treatment   programs,   or  training  programs. 

8.  Each   residence   and   training  site   should   have   on   hand  a  vi^ritten 
plan   reflecting  the   care,  treatment   and  training  goals  and   ob- 
jectives for  each   of  its  deinstitutionalized  clients. 

Written   plans,  particularly  active   treatment   plans  reflecting 
specific  goals  and   objectives   for  individual  clients,  were   common 
only   to   the    mental    health    centers.      Residential   placement  settings 
rarely   worked   from   a  written   plan.      The   commonly  noted   res- 
idential records  were   the   daily  medical/nursing  logs  kept   on 
individual  clients. 

9.  Efforts  and  procedures  should   be  established   to  moriitor  and 
assess  client  progress  in  the  various  placement  sites  in  terms  of 
progress  toward  increased  normalization. 

The   mental    health   centers   and  residential  programs,  in  general, 
did   little   to   monitor  and   assess   client   progress  in   terms   of  any 
specific  trend  toward   increased  normalization.     The   pervasive 
view  was  that  the   client's   current   placement  was  terminal. 

10.  A  closer  Haison  should  be  established  and  maintained  between 
the  mental  health  centers,  satellite  programs  and  client  place- 
ment sites. 

Mental    health    centers  tend  to   be   most  extensively  involved 
in  the  programs   they  operate   and   cooperatively  administer. 
However,  communications   between  several  of  the   centers    and 
their  own  satellite   programs  reflected  a  need   for  improvement. 
More   liaison,  direct  support  and  visitation  are   among  the 
needs  identified.      Liaison   between   mental    health    centers  and 
private  residential  placement  sites  varied  greatly  with  most 
being  described  as  marginal. 
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V.      MANAGEMENT  AND  FINANCING   STUDY 
OF  THE  DEINSTITUTIONALIZATION  PROGRAM 


V.     MANAGEMENT  AND  FINANCING   STUDY 
OF  THE  DEINSTITUTIONALIZATION   PROGRAM 

This  study  was  intended   to  address  management   issues  in   the  state's  deinstitu- 
tionahzation   programs  and  to   develop   a  cost  effectiveness  analysis  of  the   deinstitu- 
tionalization  process.     The   results  of  the   study   represent   the   consultants'   conclusions 
based   on   information   collected   from   the   various   state   and   community   level  agencies 
involved  in   the  program.     The  authors  noted  that   program   performance  and  cost 
data  provided  by  the   various  agencies   often  were   inconsistent   or  in   conflict.     They 
added  that  in   many  instances   (especially  in  regard  to  the   mental  health  component 
of  the   deinstitutionalization   program)   cost   data  were  unavailable   or   had   to   be   con- 
structed and  estimated  from  incomplete  sources.      Finally,  the   authors  stated  that, 
although  program   personnel  have   criticized   their  cost  and   performance   data,  they 
have  been   unable   to  provide   alternative   data  to   replace   the   authors'  data. 

1.       Deinstitutionahzation   In   Perspective 

A  combination   of  federal  mandates,  state   legislation  and  state   executive 
policy  directives   have   provided   the   impetus  for  deinstitutionahzation   in 
Montana. 

—  Institutional  labor  problems  and  the   threat   of  a   federal 
suit   focussed  pubhc  attention  on   institutional  conditions. 

—  A  combination   of  federal  legislation   and  court   decisions 
elsewhere   in   the   United   States  encouraged  the   state   to 
revise  existing  approaches  to   serving  DD  persons. 

—  In    1975,  the   Montana   State   Legislature   passed  two  key 
bills  which  established   parameters   for   deinstitutionalization. 

—  A  variety   of  policy   directives   has  served  to  set   some  specific 
targets  for  deinstitutionalization. 

—  Most   target   setting  has  been   accomplished  by  agencies 

other  than   those   directly   involved   in    the   deinstitutionahzation 
process.     To  date,  virtually   no  overall   targets   have   been 
established   for  mentally   ill   patient   services. 
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Altlioiigli  tlic  enabling  legislation  provitleci  financing  mechanisms  to 
facilitate  deinstitutionalization,  these  measures  have  been  used  only 
partially   to  date. 

—  A  budget   transfer  mechanism   was  authorized   to   finance 
patient  service  shifts   for  the  DD. 

—  Inter-agency   contracts  were   authorized   to  cover  service   cost 
shifts  resulting   from   the   deinstitutionahzation   of  mentally 
ill  patients. 

Since   the   programs   began,  significant  numbers  of  patients   have  been 

deinstitutionalized. 

—  Institutional   populations   have   been   reduced  substantially. 

—  Although   the   scope  of  DD  deinstitutionahzation   activities 
was  significant  early   in   the   program,   placements   have 
slowed  recently. 

Deinstitutionalization   activities  involve   a   complex  interrelationship  of 

relatively  autonomous  agencies. 

—  The   DD  deinstitutionahzation   program   is  coordinated  by 
the  DD  Division  of  SRS  but  involves  significant  input 
from   other  state   and  local  agencies. 

—  Although  mental  health   deinstitutionalization   involves   fewer 
agencies,   program  operation  requires  coordination  between 
state  and   local  service   providers. 

2.       Management    Issues   Impacting  Deinstitutionalization 

There  appears  to   be   no   clear   consensus  about   ttie   scope   of  deinstitu- 
tionalization   which    is    practical    in    Montana 

—  DD  deinstitutionalization   planning  should   reach   some 
closure   regarding  the   type   and  number  of  the   remaining 
institutionalized  patients  it  will  be  practical  to  place   in 
a  community  setting. 

—  The   absence   of  centrally  monitored  and  established 
targets  makes  it   virtually   impossible   to  plan,  monitor, 
or  assess  the  impact  of  deinstitutionalization  in   the 
mental  health  area. 
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The   role   of  the   DD  division   regional  staff  should   be   more   clearly 
defined. 

—  There   is  apparent   confusion   regarding  the  relationship 
between   DD  regional  staff  and  regional  advisory  councils. 

—  Slowdowns  in   community  placements  may  make   it 
necessary   to   redefine   regional  staff  responsibilities. 

—  There   are   several  key  operating  and  service   areas  which 
could  benefit   from   increased  attention  by   the   regional 
DD  staff. 

Management  and   control  systems  are   not   as  clearly   developed  within 

the  mental   health  deinstitutionalization   program. 

—  No   precise   plan   for  community   placement   of  mental 
health  patients  has  been   developed. 

—  Coordination   of  client   placement  services  between   WSSH 
and   the   mental  health   centers  should  be   improved. 

Coordination  between   the  special  education  services  division   of  the 
office  of  the   Superintendent   of  Public   Instruction   and   the   DD  division 
could  be  improved. 

Shortages  in  key  professional  personnel  may  affect  the   progress  of  the 
deinstitutionalization   program. 

Overall,  there  appear  to  be   significant  opportunities  to  increase  leader- 
ship and  management  controls  in  both  elements  of  Montana's  deinstitu- 
tionalization effort. 

3.       The  Cost   Structure   of  the  Deinstitutionalization  Program 

Mental   health  and  DD  services   cost   approximately   $39,000,000  annually. 

—  Resources  allocated   to   treatment   of  the   DD  exceed 
mental   health   program   financing  by  about   39   percent. 

—  Funds  allocated  to  community  based  treatment  of  DD 
individuals  represent  about  50  percent  of  direct  service 
expenditures. 

—  Community  based  services  comprise  a  significantly   lower 
portion  of  total  mental  health  program  expenditures. 
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4.       Opportunities  for  Increasing   Financing  System   Effectiveness 

The   state   should  adopt  a  variable   budgeting  approach   for  the   agencies 
involved  in   the   deinstitutionaUzation   programs. 

—  Establish   service   levels  and   targets  with   key   milestones 
over  the   course   of  the   biennium. 

—  Negotiate   or  identify   the   scope   of  institutional   population 
reduction   which  will   have   to  occur  before   institutional 
costs  are  affected. 

—  Retain   portions  of  biennially   budgeted   funds  in  centrally 
controlled   pools: 

Allocate  institutions'   funds   consistent  with   the 

population   reduction   targets. 

Budget   the  DD   division   consistent  with   the 

maintenance  of  service   levels. 

Apply   a  comparable   approach   to  allocating 

resources   to   community  mental   health   centers. 

Retain   the  balance   of  funds  in   centrally 

controlled  budget   pools. 

—  Allocate   pool  resources  based  upon   achievement  of  targets. 

A  variable  budgeting  performance   system  offers  several  distinct  advan- 
tages  over  current   approaches. 

—  Major  advantages  of  this  approach  are  as  follows: 

Allocating  funds  to   institutions  at  levels   below 
population   levels   provides  the   incentive  to  institu- 
tional administrators   to   deinstitutionalize   patients 
for  whom   community   placement   is   feasible. 
Transferring  funds  to  the   community   level   commen- 
surate with  patient  diversions  and  deinstitutionalizations 
eliminates  current  disincentives. 

Target  setting  makes  all  program   participants  account- 
able  tor   performance. 

Central   control  of  budget   pools  ensures  control  mon- 
itoring of  deinstitutionalization   performance. 
Funding  patterns   support  achievement  of  practical 
cost   reduction   opportunities  which  are   associated 
with   deinstitutionalization. 

Will   require   population   and   target  setting  wliicli   arc 
clearly   lacking  under  the   current   approach. 
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—       Major  disadvantages  associated  with  this  approach   include 

the   following: 

Fund  transfers  require  a  more   detailed  identification 
of  patient  service   costs  than  are   currently  available 
within   some   components  of  the   mentally   disabled 
service   delivery  system.      This  includes: 

—  Several  of  the   regional   mental  healtli   centers 
where   patient  unit   cost  information  is 
currently  unavailable. 

—  Warm   Springs  State  Hospital,  though  current 
improvements  in  the  institution's  cost  accounting 
system  should  alleviate  this  problem  in   the   near 
future.      To  make   the   proposed  approach  work, 
changes  will  need  to  make  visible   fixed,  semi- 
variable  costs  as  discussed  earlier  in  this  report. 

The  approach  would  require  modest  adjustment  in 
current  state  budgeting  and  fund  allocation   processes. 
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1,300  copies  of  this  public  document  were  published  at  an  estimated  cost  of  $4.28  per  copy, 
for  a  total  cost  of  $5,560.12,  which  includes  $3,395.62  for  printing  and  $2,164.50  for  distribu- 
tion. 


